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ABSTRACT 
The agenda for health care reform seems to be a matter of concern commonly 
shared by governments of different countries in the last ten years, including Hong 
Kong, the United States, the United Kingdom, and Canada. The intent of the reform 
is to provide a cost^ffective health care service. Within the hospital system, labour 
costs remain to be the largest portion of the total expenditure. The large group size 
that nursing is occupying in workforce makes nursing vulnerable to management cost 
control. In Hong Kong, the health care reform in the 1990s has brought about 
dramatic change to the nursing discipline through the division of labour. This study 
set out to capture this moment of change in Hong Kong and analyse the 
transformation of nursing during the health care reform. 
In this research, a case study approach was employed. The site of the case was 
a regional acute hospital with a pseudonym of HK Hospital. There were three levels 
of data collection. They were the frontline nurses and their work at microlevel; the 
middle managers at ward/departmental level and their work and the nurse specialists 
and their work at mesolevel; the senior manager at hospital level and her work, and 
the policies induced by the HA at macrolevel. A triangulation approach of data 
collection encompassing interviews, participant observation and review of documents 
was used. The data analysis process embraced a continual dialogue of data and 
theory permeating the micro, meso and macro level of inquiry. This research has 
arrived at three main theses, which are (1) the nexus of profession and work, (2) 
charting a pathway for nursing towards the twenty-first century, and (3) the micro-
meso-macro approach of social analysis. 
This study revealed that the best way to understand the development of a 
profession was through investigating its work and labour process. Professional 
development is closely linked with work and work is the concrete expression and the 
reality of how a profession is conceived. This study demonstrated that nurses should 
not be regarded as a homogeneous group, but rather as a heterogeneous group which 
could be differentiated in various forms of presentation. In charting a pathway for 
nursing towards the twenty-first century, one needs to appreciate that nursing is 
evolving in alignment with the changes taking place in a post-industrial society of 
which one of the major dynamics is the market force. This market force is enabling 
as well as constraining to the development of nursing. This study revealed that in the 
post-industrial era，nurses were undergoing a paradigm shift, changing from the 
traditional image of a nurse as a "doing nurse" io that of a "thinking nurse," from 
using less physical labour to employing more mental labour. The mass of nurses, 
however, remained to be subordinated to the medical and management powers. A 
small percentage of nurses emerged as elite nurses who were presented as Nurse 
Specialists and Nurse Managers. They were regarded as elites because they were 
enjoying the kind of power，job satisfaction, work autonomy and equal partnership 
with medical doctors that their associates at the frontline did not have. 
The micro-meso-macro approach of social analysis in this study was achieved 
through the collection of data from multiple sources at three different tiers, together 
with a continual engagement of dialogue between data and theory in the treatment of 
data. The extended case method and participant observation were the strategies of 
dialogue. The uniqueness of participant observation in this study came from the 
researcher's varied background of being a registered nurse, a nurse academic and a 
student of sociology. The self-examination and reflection of the multiple selves 
helped to add to the validity of interpretation of the inquiries made throughout the 
process of this research. 
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CHAPTER 1 
THE RESEARCH PROBLEM AND RELA TED LITERA TURE 
1.1 THE RESEARCH PROBLEM 
The agenda for health care reform seems to be a matter of concern commonly 
shared by governments of different countries in the last ten years, including Hong 
Kong (e.g., see Yeoh, 1994), the United States (e.g., see Prescott，1993), the United 
Kingdom (e.g., see Owen & Glennerster，1990), and Canada (e.g., see Coburn, 
1993). The intent of the reform is to provide a cost-effective health care service. In 
1986, the Hong Kong Government commissioned a firm of management consultants, 
W. D. Scott Pty Co. to review the management of the public hospital system. The 
background of the consultancy was that the system was recognized to be subject to 
increased pressure from escalating costs, enhanced community demand and 
expectations together with the steady growth in the numbers of beds available and 
patients treated. At the end of the review, the consultants recommended an 
independently administered hospital system. The proposal was accepted by the 
Government, and the Provisional Hospital Authority was established on 1 October 
1988. The Provisional Hospital Authority was charged with the responsibilities to 
develop infrastructures that would manage and develop the public hospital system, "in 
ways which optimise the use of the resources available, improve efficiency and the 
hospital environment, and which will attract, retain and motivate well qualified staff" 
(Hong Kong Government, 1989, p. ii). After two years of ground work, the Hospital 
Authority (HA) formally took over the management of all the 38 public hospitals on 
1 December 1991. The HA now represents 86% of all hospital beds in Hong Kong 
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(Hospital Authority，1995b). 
Within the hospital system, labour costs remain the largest portion of the total 
expenditure. In Hong Kong the staff cost consumes approximately 80% of the total 
expenses in the HA (Hospital Authority, 1995d). Among the total number of staff 
employed in the HA, nursing staff occupy 40% of the sum. Comparatively, the 
percentages of staff in the disciplines of medicine, allied health and management are 
7%, 9% and 1% respectively. The remaining 43% of the staff strength in HA are 
the group of hospital workers who are engaged in different non-professional work 
capacities which may include cleansing, transportation, and clerical duties (Hospital 
Authority, 1995b). Since nurses absorb the largest number of employees in hospital 
settings, they possibly are the group of health care workers that encounter most 
pressure to contain cost. Some management measures have already been introduced 
in 1995-1996 as attempts to conserve a more cost-effective nursing workforce. These 
measures include the introduction of the Health Care Assistant Scheme and the 
Manpower Indicator. The large group size that nursing is occupying in workforce 
makes nursing vulnerable to management cost control. On the other hand, nursing 
as an occupational group may carry a number of intrinsic features that make it 
amenable to extemal forces. 
Nursing as an occupational group is heterogeneous, composing members of 
various entry levels and professional titles such as "Enrolled Nurse" and "Registered 
Nurse." Even the same professional title "Registered Nurse" can be attained via 
diverse educational routes, ranging from Hospital Diploma Programs, College 
Diploma Programs to University Degree Programs. This seems to suggest that 
nursing education has a weak linkage with nursing practice, ln this regard, the 
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definition of nursing in practice does not necessarily correspond with what \? 
by nurse academics and theorists, thus the boundaries of nursing can be quite i>^ 
An illustration of such an ambivalent view about the scope of nursing practice is the 
implementation of Nursing Diagnosis. The concept of Nursing Diagnosis has been 
introduced by nurse academics as a useful mechanism for structuring knowledge so 
that the unique role of a nurse and the domain of nursing can be delineated 
(Carpenito, 1992). In the Schools of Nursing in Hong Kong, the framework of 
Nursing Diagnosis is taught since 1986, and it is included in the theoretical and 
clinical examinations conducted by the schools and the Hong Kong Nursing Board. 
However, in actual practice the organization of nursing work in the hospitals is 
centred around medical diagnosis rather than nursing diagnosis. Nursing Diagnosis 
remains to be part of the textbook knowledge owned by nurses, and cannot be 
externalized in the clinical world. This discrepancy of idealistic conception of 
nursing and real practice is also reported elsewhere (e.g., see Campbell-Heider & 
Pollock, 1987; Chua, 1989; Bramion, 1994a，1994b). 
Although nursing is a not a homogeneous group and its boundaries of practice 
is fluid. Hong Kong nurses as a professional group have developed the essential 
infrastructure in the establishment to assert themselves as a distinct discipline. There 
is a statutory body. The Hong Kong Nursing Board, which was established in 1931. 
The Board is responsible for regulating training and granting registration of nurses. 
A Code of professional conduct for nurses in Hong Kong was published by the 
Nursing Board of Hong Kong in 1986. The professional body, the Hong Kong 
College of Nursing, was founded in 1964. lt is affiliated to the International Council 
of Nurses. There is a Counsellor in the Legislative Council of Hong Kong 
representing nurses and other allied health care workers since 1988. Besides, there 
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are nine different unions overseeing the welfare of different groups of nurses in Hong 
Kong. 
The professional bodies and unions have periodically produced reports to 
pressure the establishment to increase education opportunities, upgrade standards of 
care, improve work benefits, and enhance nursing autonomy for nurses (e.g., see 
1969-89 20th Anniversary Proceedings, Nurses Branch, Hong Kong Chinese Civil 
Servants' Association; Standards for nursing practice, College of Nursing, Hong 
Kong). The effect of these voices upon government policies in shaping the future 
development of nursing in Hong Kong is not evident. One of the more obvious 
achievement of the continued efforts of these nursing organizations is perhaps the 
booming of degree nursing programs at the beginning of 1990s. The persistent effort 
exercised within nursing to upgrade nursing education was realized in line with the 
Government's plan to increase the places in tertiary education. 
As early as 1967，a report named Report ofthe Nursing Board working party 
on nursing education and training, February 7967was produced by Sheila Iu, a then 
nurse leader in Hong Kong, recommending nursing education to be lifted to 
university level. It was not until 1988, when the Governor of Hong Kong in his 
annual speech declared for "a very high priority to the expansion of higher education 
. . .growing at a rate of 5% a year" ("Legislative Council -Governor's Annual 
Address to Legco," 1989)，then nursing managed to attain a place in the tertiary 
institute. The first basic and post-basic degree of nursing was introduced in 1990 in 
the Hong Kong Polytechnic University, then the Hong Kong Polytechnic. Up till 
now in the year of 1996, there are altogether six basic and post-basic degree nursing 
programs offered by three different universities, including the Hong Kong Polytechnic 
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University, the Chinese University of Hong Kong and the University ofHong Kong. 
Two of the universities are offering Master Degree in Nursing and are in the stage 
of planning Doctorate Programs in nursing. The development of nursing education 
in Hong Kong has been very rapid within the last six years. However the education 
sector remains to experience a weak link with the structure of the nursing career and 
the definition of nursing work. The education opportunities seem to have contributed 
to professional growth of individual nurses rather than creating new pathways for the 
profession of nursing. 
At about the same time when nursing education was booming in Hong Kong, 
a health care reform took place. A new governing body, the HA, was established to 
take responsibilities in implementing the market-oriented approach of health care 
policies. Within the first two years of the establishment of the HA since 1991，a 
number of new work positions have been created. These new posts are mainly 
developed to strengthen the management structure and to delineate a clear division of 
labour amongst staff in the hospital setting. During this health care reform, the 
discipline of nursing is undergoing dramatic changes. Nursing work is differentiated 
into high level and low level work. Subsequently new nursing work roles are 
constructed, and existing nursing work roles are redefined to suit the new division of 
labour. Since management is an important strategy in accomplishing the goals of 
HA，new ranks of nurse managers are also created. The HA factor appears to be 
very potent in bringing about spectacular changes to the discipline of nursing. It 
shifts nursing to a different paradigm of practice, from the emphasis of a "doing 
nurse" to a "thinking nurse." This study is set out to capture this moment of change 
in Hong Kong and analyse the transformation of nursing during the health care 
reform. This Hong Kong experience may help to shed light on the contemporary 
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study of sociology ofprofession and work, as well as charting the pathway of nursing 
facing the turn of the century. 
The conventional approach in studying profession is inclined to first adopt a 
set ofprescribed attributes which are identifiable from the well established professions 
such as medicine and law. The target occupation is then measured against the pre-
specified attributes. This procedure is probably best exemplified in the occupation-
profession continuum constructed by Pavalko (1971). On one end of the continuum 
is the occupation, while on the end is the profession. The positioning of a discipline 
on the continuum wil l depend on the degree of achievement along the specified 
dimensions. The appraisal of the professional status according to such a trait model 
seems to have acknowledged two basic assumptions. One assumption is that the 
members in the professional group tend to be rather passive, except the times when 
they would try hard to work towards the criteria of the imposed dimensions. The 
second assumption is that the route of professionalization is deterministic. In other 
words，the model only acknowledges the achieved status of an occupation, lt ignores 
any of the shaping forces outside the profession, such as the societal economic 
factors, that can have effects on the development of the profession. 
The recent development of sociology of work and profession has now 
proposed a different model to study professions and their work. The new method of 
inquiry in this specialized field of sociology corresponds with that of the mainstream 
sociology, ln the general school of sociology, there is a current deliberation of 
establishing a macro-micro link in the inquiry of social phenomena (Alexander. 1988: 
Alexander & Giesen，1988; Fielding, 1988; Ritzer, 1988; Turner, 1989; Turner, 
Beeghley & Powers，1991; Giddens, 1991). The macro-micro tactic advocates the 
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incorporation of multiple level of data in a social inquiry. Such an endeavour 
attempts to reveal a social phenomenon closer to the reality by accounting the acts of 
individual agents in the context of the larger social system, which perhaps in turn is 
created by the actors at the same time. 
The unit of analysis in this study is mainly work of nurses at the macro, meso 
and microlevel within HA. The work of nurses is often expressed in the roles they 
assume. According to Berger & Luckmann (1966)，roles represent the institutional 
order on two levels. They portray the performance of the role itself，and while 
situating in relationship to other roles, they also embody an entire institutional nexus 
of conduct. In other words, the roles mediate the universes of meaning objectivated 
in a society and the ways by which these universes are subjectively interpreted and 
acted by individuals. The analyses of the work of nurses and their role functions in 
their work help to illuminate how the abstract value and meaning of the world is 
being realized in the day-to-day practice. The HA documents, where they might 
contribute to the study of nurses' work, are also examined. 
In this research I have demarcated the HA and the General Manager 
(Nursing) as the subject of investigation at the macrolevel. At the microlevel, the 
frontline nurses and their work are studied. In between the macro and microlevel, 
a mesolevel is also identified. The mesolevel in this instance composes of the middle 
managers and the nurse specialists. Their work will be examined at the mesolevel. 
By exploring the micro-meso-macro levels of data, and making linkages of the 
findings from the multiple levels, this study aims to chart a relatively comprehensive 
picture of the transformation of nursing during the period of health care reform in 
Hong Kong. The aim of this study can be further elaborated into four main research 
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problems as follows: 
(1) What are the dynamics involved at the macro, meso and micro levels 
encountered by the nursing profession during the health care reform in Hong 
Kong in the 1990s? 
(2) How has nursing work been re-defined? What are the emerging new roles 
of nursing during these changes? 
(3) What are the evolving paths of the development of nursing amongst these 
interwinding forces? What is the possible pathway of nursing development 
in the twenty-first century? How is this development relating to the larger 
context of the health care scene? 
(4) How can this case study contribute to the body of knowledge in the field of 
sociology of professions and sociology of work? 
1.2 RELATED LITERATURE REVIEW 
This study centres on the professional development of nursing and the 
reconstruction of nursing work during health care reform. To capture the 
professional development of an occupation from a sociological perspective, it would 
be useful to revisit various theories related to profession, work and occupation. 
This literature review will consist oftwo sections, ln the first section, I shall 
discuss the sociology of work, the sociology of profession, the changing social 
structure, and how a new labour process is evolving in the context of a new social 
structure. In the second section, I shall focus my discussion on the issues related to 
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the theme of my study, that is the development of the nursing profession and the 
reconstruction of nursing labour in a changing health care system. This section will 
begin with a deliberation of the macrolevel factors affecting the health care delivery 
system in a number of developed countries in the world today. This will provide a 
background to the further discussion of how nursing work is evolving in response to 
those factors, which seem to be constraining, yet also sometimes enabling the 
development of the profession at the mesolevel and microlevel. 
SECTION I 
1.2.1 Sociology of work 
Simpson (1989) in reviewing the development of sociology of work suggests 
that there are three major identifiable periods: an early period from the 1930s through 
the 1950s, a transitional period in the 1960s, and a recent period from 1970 onwards, 
ln the early period, sociologists were engaged in studying the sorts of macrolevel 
forces that took account of or were acted out in the job behaviour of the workers. 
A typical study would aim at first identifying a work group and subsequently 
revealing its functions. The research method adopted in many of these early studies 
was participant observation. Sociologists at that time were interested in studying 
macrolevel processes such as bureaucratization of management (e.g., Gouldner, 
1954), stratification and status system (e.g., Hughes, 1945). 
During the middle period sociologists began moving away from seeing 
workers actively creating their own worker cultures toward seeing workers as objects 
of external forces (e.g., technology for Blauner, 1964; bureaucracy for Crozier, 
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1964). Simpson (1989) attributes this shift to the evolvement of sociological theory 
from the dominance of microlevel symbolic interactionism in the 1920s to the 
hegemony of macro-level structural functionalism in the 1940s through 1960s. The 
major competitors during this period and into the 1970s were other macrolevel 
theories - conflict theory, systems theory and structuralism. 
The third period differentiated by Simpson (1989) in the development of 
sociology of work is the change from social to economic man. During this period, 
economic conceptions of the worker and of work increasingly define research 
questions and frame the analyses. The three major areas of literature highlighted by 
Simpson are: the labour process, the dual economy, segmented labour markets and 
earning determination. In the discussion of the labour process, Simpson has drawn 
heavily on Braverman (1974) who views work as a degradation by capitalism and 
labour as an economic commodity exchanged in the market. The process of 
deskilling standardizes work activities and robs work of meaning among workers. 
Dual economy refers to the division of economy into core and periphery industries 
on the basis of market power. Segmented labour markets refer to the many labour 
markets organized by different restrictive controls such as occupational sponsorship, 
worker cohesiveness and prestige standing. Earnings determination directs the 
researcher to examine the causal effects of different variables such as education, 
experience and earnings in sociology of work (Simpson, 1989). 
Although Simpson (1989) has agreed with the assertion that there are strong 
parallels between the histories of the sociological theory and sociology of work， 
Simpson has not explored the micro and macro linkage farther in his differentiation 
of the three stages of development of the sociology of work. Abbott (1993) has 
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argued that the sociology of work for the last 20 years has pursued a fairly narrow 
range of topics. It has focused on individual behaviour and its immediate contexts, 
looking at psychological, personal, and social antecedents and consequences ofwork 
behaviour. Abbott urges for the reconciling of the micro and macro level of analysis. 
In fact, there has been a wide concern within the discipline of sociology recently to 
establish a macro-micro link in the inquiry of social phenomena (Alexander, 1988: 
Alexander & Giesen, 1988; Fielding, 1988: Ritzer, 1988; Turner, 1989; Turner, 
Beeghley & Powers, 1991; Giddens, 1991). The encompassment of variables or 
parameters at the macrolevel (e.g. social, cultural), the mesolevel (e.g. employing 
organizations, professional associations) and the microlevel (e.g. career information, 
relationship among individual professionals) allows one to understand how actors are 
at the same time the creators of social systems yet created by them (Ritzer, 1989; 
Abbott, 1993). The study of professions now has gradually moved from the 
traditional emphasis on trait and power to a more dynamic model which incorporates 
multiple level of data on work and occupation (Macdonald & Ritzer，1988; Ritzer, 
1989; Abbott, 1993). 
1.2.2 Sociology of profession 
The sociology of profession, like the sociology of work, has undergone an 
historical evolvement. Classic sociology of the professions is organized around the 
belief that there is a single, ideal-typical entity (Collins, 1990). The "ideal type" is 
abstracted from the known characteristics of the "classical" cases such as medicine 
and law (Schneller, 1978), and then every other occupation is judged by these "what 、 
ought to be" traits (Schneller, 1978; Collins, 1990). This trait approach has been 
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challenged for its inadequacy for its task is merely to locate occupations along the 
occupation/profession continuum. This approach has been criticized for teleology, 
or its insensitivity to historical variations (Collins, 1990). It tends to ignore the 
process aspects of occupational development (Schneller, 1978). 
Different professions may go through different pathways, and arrive at 
different outcomes, depending on the conditions available to the profession at the time 
(Collins, 1990). Torstendahl (1990) observes that content and legitimation of 
professional activities have changed according to the social environment. Theory of 
the professions is closely linked to more general questions of economic, political and 
social organization (Collins, 1990). The relation is not unidirectional. One can ask, 
what social conditions determine who will control what kinds of knowledge? 
Conversely, one can also question when and how knowledge affects social structure 
(Collins, 1990). 
In addressing the above two questions there seem to be two major camps of 
theories of profession. One camp is the deprofessionaIization theorists who would 
argue that the societal forces manage to reduce professional forces, thus resulting in 
professional decline. On the other hand, professional theorists would maintain that 
professional power is less susceptibility to social environment, and its monopoly over 
expert knowledge would persist. The following paragraphs will present the 
arguments of the two schools of thoughts. Derber's differentiation of ideological and 
technical proletarianization will help to place the discussion in context, in a so-called 
"post-industrial society" which people in developed areas are living in towards the 
end of this century. 
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Deprofessionalization is the loss of professional occupation of the monopoly 
over knowledge, as well as the decreased expectations of work autonomy and 
authority over the client (Haug, 1975). Conditions commonly mentioned as 
favourable to deprofessionalization have included increased levels of general 
education, computerization of knowledge, bureaucratic employment (Haug, 1975; 
Turner, 1990) and formation of new occupations in the division of labour (Haug, 
1975). 
The rising levels of general education has enhanced the sophistication of the 
general public and clients. Together with the rise of consumer movements and client 
rights, the autonomy of professionals in controlling the clients is gradually being 
challenged. The concept of "client as consumer" has changed the norm of adherence 
to professional advice to a consumer who is expected to question, seek for alternative 
suggestion, and critically evaluate expen opinion (Haug, 1975). There is a gradually 
increasing demand for public accountability (Haug, 1975; Turner, 1990). 
The computerization ofknowledge further renders professionals' control over 
their knowledge domain (Haug, 1975). The use of microelectronics provides 
management with a technology for standardizing and controlling the work of 
professionals (Murphy, 1990). The invasion of management in professional practice 
is in fact a major threat to professionals. Murphy (1990) argues that monopoly 
capitalism is held responsible for the professionals being subject to bureaucratic, thus 
management control. Murphy attributes this phenomenon to three factors. First, 
more professionals are dependent on advanced technological support. The 
complicated machines are not affordable nor used individually, thus dependent on 
large-scale institutions. Second, the expansion of professional services requires 
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centralized administrative mechanisms and organizational resources which are again 
beyond the capacity of individual practitioners. Third, large-scale private and public 
capital has invaded the knowledge and service sectors as they expand and become 
( 
profitable. Self-employed professionals have become employed in private or public 
bureaucracies. Murphy refers to this as the "capitalization of menta] labour and 
human services". The relationship and conflict between bureaucracy and professional 
will be ftirther explored below under the section of A new labouring process and 
control ofwork, 
The third major factor contributing to deprofessionalization is the formation 
of new occupation in the division of labour. The new division of labour occurring 
in many professional domains has invaded the conventional boundaries of well-
established professions, and break its state ofprofessional monopoly. In the case of 
American medical practice there are examples of the physician's assistant and the 
nurse practitioner (Haug, 1975). The physician's assistant (P.A.) occupation was 
cksigned at Duke University in the mid-1960s. The founding of the P,A. is an 
example of rational planning of health care during the sixties in the United States. 
The P.A. occupation is totally dependent upon physicians. However, the P.A.s fully 
share all stages of the medical problem-solving process, which used to be the sole 
ownership of physicians (SchneIler, 1978). The nurse practitioner, which was 
developed by the nursing profession to counteract the emergence of P.A.s in the 
United States, is another example where nursing is extended into medicine (Hugh. 
1995). 
Is professional power declining, and is professional monopoly really being 
destroyed? Professionalization theorists have argued strongly for the sustenance of 
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professional power and monopoly. For instance, Wilensky (1964) has proposed a 
model of occupational closure based on power. He analyses the issue of 
professionalization in the web of power, and asserts that some practitioners have 
gained control of their own training, admission to practice and evaluation of standards 
of performance. These professional groups gain collective identity, and are able to 
exclude outsiders. Freidson (1986) using the case of medical doctors points out that 
medical knowledge exerts power which is grounded in the institutions of 
professionalism. He elaborates that medical knowledge is a form of domination, a 
form of social control that is behind the mask of benevolence. Rationalization, a 
central concept of Max Weber, is the sustaining action to gain the end of functional 
efficiency. Formal knowledge is not of everyday knowledge; it is elite knowledge. 
The formal knowledge exercises power to direct human activities, and provide 
justifications for interpreting and disposing a wide variety of human affairs. The 
agent of knowledge has been termed as expert, technician, technocrat, professional, 
intellectual, and intelligentsia. Such agents identify themselves as members of 
professions (Freidson, 1986). 
Freidson (1986) believes that the rationalizations for deprofessionalization are 
"preoccupations". There is no evidence of consumerism, nor self-help movements 
threatening the margins of the licensed professions. The major professions continue 
to produce new, more esoteric specializations as the consumer's knowledge increases, 
so the "knowledge gap" is by no means closing. Freidson discerns that professionals 
differentiate their members into practitioners, administrators, and teacher-researchers. 
Their administrators supervise, direct, and evaluate the work of practitioners as well 
as to participate in the determination of organizational policy. Their teacher-
researchers control the recruitment, training, certification of their members, produce 
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and legitimize new knowledge. In this way, human institutions, including the higher 
education institutes, and health care organizations help to create and sustain the 
position of professionals to give them access to power. 
Bell (1974) also asserts that professionals will maintain their elite positions 
and they will become the major class of the post-industrial society. The post-
industrial era, emerging at about the last third of the twentieth century, is organized 
around knowledge. The transformation of industrial to post-industrial society will be 
farther discussed below. This societal change however confirms the status of 
professionals who are equipped, by their education and training, to provide the kinds 
of skill and information demanded in the post-industrial society. Bell acknowledges 
the existence of the populace, and their strive for more rights and greater 
participation in society. There is a clash between the populace and professional. 
However Bell is confident that professionals will maintain their elusive control over 
their own knowledge base which is the source of power. Quite contrary to what the 
proletarianization thesis suggests, the formalized bodies of knowledge actually help 
professionals to gain power in organizational settings, instead of having them lose 
control over management (Bell 1974). While the professionals are still able to 
maintain their expert knowledge, Derber (1983) argues that professionals are not 
immuned to proletarianization. However, the professionals are experiencing a form 
of proletarianization which is not structurally identical to industrial workers. Derber 
proposes the differentiation of technical and ideological proletarianization inproviding 
a basis for understanding the current position of salaried professionals in capitalist 
production. 
Both technical and ideological proletarianization imply a loss of control over 
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something. The former is the loss of control over knowledge, technical job 
decisions, and the process of work, and the latter, over the guals and social purposes 
of one's work (Derber. 1983). Ideological proletarianization include powerlessness 
to choose or define the fmal product of one's work, its disposition in the market, its 
uses in the larger society, and the values or social policy of the organization which 
purchases one's labour (Murphy, 1990). Derber (1983) notices that professionals are 
increasingly vulnerable to technical proletarianization, though they have not yet 
experienced the advanced form of "deskilling" as the manual labour have as described 
by Braverman. The form of proletarianization experienced by professionals employed 
in organizations is predominantly ideological in character. In organizations it is 
management, not professionals, that control general policy issues, the type of cases 
and clients, and standard procedures (Murphy, 1990). Why would professionals who 
are mainly mental workers be less susceptible to technical proletarianization? And, 
why are they more subject to ideological proletarianization instead? To understand 
this situation better, the discussion needs to be placed in a larger socioeconomic 
context where professionals are located. 
1.2.3 Change of social structure in a post-industrial society 
Bell (1974) suggests that one can view a society analytically as composing of 
three parts: the social structure, the polity, and the culture. He explains that "the 
social structure comprises the economy, technology, and the occupational system. 
The polity regulates the distribution of power and adjudicates the conflicting claims 
and demands of individuals and groups. The culture is the realm of expressive 
symbolism and meanings" (Bell, 1974，p.l2). Each aspect of the society is ruled by 
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a different axial principle. "In modern Western society the axial principle of the 
social structure is economizing - a way ofallocating resources according to principles 
of least cost, substitutability, optimization, maximization, and the like. The axial 
principle of modern polity is participation, sometimes mobilized or controlled, 
sometimes demanded from below. The axial principle of the culture is the desire for 
the fulfilment and enhancement of the self" (Bell, 1974, p.l2). 
Daniel Bell (1974) began formulating the concept of post-industrial society 
in the years of 1959 to 1962. The concept of post-industrial society deals with 
changes in the social structure, the way in which the economy is being transformed 
and occupational system reworked. Bell resolves that the use of the hyphenated 
prefix post- can indicate a sense of living in interstitial time, after the industrial 
period from mid^ighteenth to the mid-twentieth century. The changes in social 
structure pose questions for the rest of society (Bell, 1974). Bell has outlined a 
general schema of social change from pre-industrial, industrial to post-industrial 
societies. The sources of the societal transformation are the upheaval of knowledge 
and information, science and technology. 
ln pre-industrial society, the primary mode of economy is agriculture, 
mining, fishing and timber. Bell (1974) suggests that the regions of Asia, Africa and 
Latin America are in this category. The occupation slope is developed around the 
source of economy such as agriculture and fishery, and the workers are mainly 
unskilled. People rely on raw materials, common sense, experience, and live against 
nature. The time orientation is towards the past. The axial principle is 
traditionalism. In industrial society, which includes Western Europe, Soviet Union, 
and Japan in the seventies, the primary economy is manufacturing and processing of 
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goods. Occupational slope ranges from semi-skilled workers to engineers. People 
work against fabricated nature, consume energy, and operate on empiricism and 
experimentation. The time perspective is ad hoc adaptiveness and projections. The 
axial principle is economic growth, investment decisions (Bell, 1974). 
As for post-industrial society, the only country named by Bell (1974) is 
United States. The economic sector changes from goods producing to service. 
Services can be grouped as personal (e.g. retail stores); business (e.g. banking and 
finance); transportation, communication and utilities; and health, education, research, 
and government. Bell asserts that it is the growth of the last category which is 
decisive for post-industrial society for it represents the expansion of a new 
intelligentsia - in the universities, research organizations, professions and government. 
The occupational slope favours towards the professional and technical scientists. 
Information is the primary technology, and the methodology used will be abstract 
theory, models, decision theory, system analysis. Since post-industrial society will 
involve more conscious, visible choice and decision-making, the name of the game 
is between persons. The time perspective is forecasting, future oriented. The axial 
principle evolves around the centrality of and codification of theoretical knowledge 
(Bell, 1974). 
One can question the validity of Bell's allocation of different world regions 
to the three societies, pre-industrial, industrial and post-industrial. China is a good 
example. At least in the coastal provinces of China, they can hardly be viewed as 
pre-industrial in the 1990s. It should be noted that Bell did this differentiation in the 
seventies. Some countries have changed in such a rapid pace that it may be beyond 
the conjecture of Bell. In spite of the possible inaccurate specification of regions by 
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Bell as applied to countries in the nineties, his ideal-type construction of the societal 
schema contributes to the illumination of the development of a new occupational 
system and division of labour in a post-industrial social structure. 
• 
Bell (1974) sees that the post-industrial society will be a professional society 
which does not count on raw muscle power or energy, but information. The 
changeover to a post-industrial society is signified by the pattern of occupations, the 
kind of work people do. It has been predicted that the growth rate in manufacturing 
employment would be less than half that of the labour force during the period from 
1968 to 1980 (Gibson, 1992). Take Australia as an example, during the period 1981 
to 1990, the percentage of professional and para-professional workers has grown from 
14.4% to 19%. This demonstrates the extent to which knowledge-based expertise 
employment is growing as a component of the labour force (Kermode, 1994). 
Similarly, in Hong Kong, the working population has been shifting from engaging in 
secondary industries to tertiary industries. Comparing the year of 1981 to 1991, the 
proportion of the working population in manufacturing industries has decreased from 
41% to 28%. During the same period, people employed in the field of financing, 
insurance, real estate and business services have expanded from 4.8% to 10.6% and 
in the sphere of community, social and personal services, from 15.6% to 19.9% 
(Census and Statistics Department, 1993). The rise of these new technical elites and 
professional group in the service sector brings the advent of a new class, and 
subsequently a new control system of the society (Bell, 1974). 
As technical skill and knowledge become the foundation of power and 
position, a new elite class based on meritocracy is created in society. Wealth, power, 
and status are no longer dimensions of class, but values gained by classes (Bell, 
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1974). Bell further explicates that class denotes not a specific group of persons, but 
a system that has institutionalized the ground pjles for acquiring, holding, and 
transferring differential power and its attendant privileges. This system can be 
translated into a constituency which is composed of three realms: education, research 
and administration (Bell, 1974). This view is supported by Freidson,s (1973, 1986) 
argument for the professionalization thesis. Education is the necessary route of 
access to skills, research legitimizes knowledge, and administration is the 
organizational effort to sustain professional power. 
The new control system in the post-industrial society is the political order. 
In the past days of human history, reality is nature. As humans begin making 
products, the technical world becomes the reality. Bell (1974) describes that in such 
a "reified world", people can independently exist outside himself/herself. However, 
in the post-industrial age, reality is primarily the social world. People live with and 
encounter one another. A post-industrial society is organized around knowledge, for 
the purpose of social control and innovation. It is a game between persons. Also, 
with the increased knowledge and technology, making choices becomes more 
conscious and deliberate. Bell (1974) suggests that in such a situation, people are 
involved in politics more than ever before. 
In the post-industrial society there is a whole new set of scarcities for the 
society including the costs of information, the costs of coordination, and the costs of 
time. There is also a new way of dealing with the scarcity of resources. With the 
advent of new sciences, the concept of economizing is introduced. It is essentially 
the technique for best allocating scarce resources among competing ends. The ends ‘ 
can vary, allowing free choice among members of the society. The operating means 
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is rationality, finding the best way to satisfy a given end, i.e. the most efficient way 
to maximize satisfaction. Rational division of labour comes with economizing. One 
aspect of it would be specialization of function, using the best mix of capital and 
labour to achieve results at relatively low prices. In organizing activities to attain 
productivity, the organization is institutionalized to form a corporation (Bell, 1974). 
Corporation is designed as an instrument to fulfill dual purposes. One is to 
realize the concept of economizing which is a means to attain the goals of production 
and profit. The other one is sociologizing which is to provide a satisfactory way of 
life for its members. The satisfaction of the work force becomes the primary levy 
on resources. Bell (1974) asserts that to an extent corporation takes the place of 
traditional sources of social support such as church and family. The "fringe benefit" 
such as vacations, health insurance, pension and the like are evidence of this view. 
Bell's analysis of a post-industrial society is of an ideal type. The locus of 
power is shifted from business men to a professional-technical science class, from the 
firm to the university, and from the economy to the polity (Hill, 1974). There is a 
move from manufacturing to services (Bell, 1974). The social division of labour is 
served by a meritocracy in which status and income derive from technical skills and 
higher education. Individuals are elevated to power by virtue of their technical skills, 
but they cease to function exclusively as a technical class. They become political 
actors making political value decisions (Hill, 1974). The basic change of ethos from 
industrial to post-industrial era has brought a new pattern of labouring process and 
control of work which I shall discuss below. 
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1.2.4 A new labouring process and control of work 
The classical capitalist society is based on class struggle which centres on 
solely two classes - the bourgeoisie and the proletariat (Ehrenreich, 1979). The 
Marxist way of explaining this is that the capitalist attempts to organize the labour 
process in order to extract the greatest amount of labour from the workers' labour 
power. Labour power is the capacity to work that the capitalist buys with the wage 
(Walker, 1979). Braverman (1974) points out workers are being deskilled where 
control over the task is removed from the worker. Workers are cheapened to 
machine minders, and subordinated to managerial control (Shaw, 1987). The labour 
process is controlled by management who have adopted Taylor's scientific 
management principles. The first principle is the dissociation of the labour process 
from the skills of the workers. Management gather and develop knowledge of the 
labour process. Second is that the knowledge of the labour process remains exclusive 
to management, being kept from the workers. In this case, not only is capital the 
property of the capitalist, but labour itself has become part of the capital. The third 
principle is the use of this monopoly over knowledge to control each step of the 
labour process and its mode of execution (Braverman, 1974). 
Derber (1983) argues that in post-industrial capitalism a new system oflabour 
process control has developed. Workers can be effectively subordinated to capitalist 
production without having their technical knowledge and skill controlled. This 
phenomenon seems to be confined to the privileged group of highly educated worker 
who are submitting their mental labour. They are different from the industrial 
proletariat for they are less vulnerable to "deskilling", the expropriation oftheir skills 
(Derber, 1983). However they are deprived of control of their product, losing 
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control over the goals and social purposes of the work they put in (Derber, 1983; 
Murphy, 1990). Derber (1983) resolves that these professional and mental workers 
have found ways to accommodate the protection of their market interests. First is the 
« 
withdrawal of expectations of intrinsic gratifications from work. Instead, they engage 
a set of concerns with purely extrinsic rewards, such as pay, fringe benefits, and 
security. This is called "ideological desensitization". The second defensive strategy 
adopted is "ideological cooptation" where they redefine or recast their goals and 
moral objectives such that they are consistent with organizational imperatives. Many 
professionals slowly emerge as new caste of "organization man". They are externally 
credentialed experts in their discipline, yet they are no less committed to or invested 
in organizational purposes as compared to other bureaucrats (Derber, 1983). 
Ehrenreich (1979) suggests that these professional-manager become a third class in 
advanced capitalist countries, which is called "professional-managerial class" (PMC). 
PMC does not own the means of production, yet its major function directs 
at the reproduction of capitalist culture and capitalist class relations in the social 
division of labour (Ehrenreich, 1979). Social division of labour refers to the manner 
in which work is organized in society as a whole (Walker, 1979). It denotes the 
relationship between skill and control. Shaw (1987) argues that elements in skill such 
as the distinguishing features of professional skills are partly or even largely socially 
constructed. 
The principal organization structure defines how the machine is designed, the 
tasks are partitioned, roles are assigned and how the assembly process is ordered. 
Its fundamental task is directing the division of labour (Abbott, 1991). ln the new 
division of labour, professionals are growing dependent on administrative 
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coordination and losing control over the selection and allocation of tasks they 
normally do (Derber, 1983). The institutionalization of experts yields a new set of 
mles in handling expertise. Organizations establish hierarchies oftypes ofexpertise, 
‘ routines for reproducing expertise and so on. A secondary function resulting from 
this form of organization structure is that the nonexperts are allowed to reap part of 
the profits of expertise (Abbott, 1991). Professionals today assume narrowed 
responsibilities and do only a constricted range of tasks that demand highJy 
specialized and skilled techniques. The less demanding tasks are assigned to 
"support" personnel, who can do them more cheaply (Derber, 1983). Abbott (1988) 
asserts that professional status has typically moved through "professional regression" 
where professionals are shifted away from direct and routine client involvement. 
Thus the boundary of professional activities is not absolute. It changes in 
content and legitimation according to the environment (Torstendahl, 1990). 
Torstendahl observes that the environment has been determined in continental and 
Scandinavian Europe primarily by the state and in the Anglo-American world chiefly 
by private sector enterprise. The professional or professionalising phenomena are 
thus socially constructed. The issue is not whether particular occupations hold 
particular kinds of knowledge, but whether their knowledge is the basis of their 
prestige and closed organizational structure (Collins, 1990). Professionals claim that 
they possess special and superior knowledge which should make them free of lay 
evaluation and protect them from inexpert interference. This certification of 
autonomy and knowledge is achieved by having the professionals structurally linked 
to formal higher education which in turn controls admission and standardizes training. 
The scarce opportunity of higher formal education is then translated to market 
opportunities and privileged position in the division of labour (Larson, 1990). 
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I have just reviewed in this section the general development of sociology of 
work，profession and the new labouring process in the contemporary society. I shall 
now shift the focus of my discourse and concentrate on the work of hospital nurses, 
which is the centrality of my study. 
SECTION II 
In this section, I would like to concentrate on exploring the development of 
nursing and nursing work in the 1990s, particularly in the hospital setting. Hospital 
nurses are selected as the target group of this study because nursing as an occupation 
is striving for autonomous professional status, and yet hospital nurses are most 
vulnerable to bureaucratic control as well as medical control. Health care in many 
countries is under reform mainly due to economical reason. It wil l be interesting to 
delineate the transformation of nursing work and the development of nursing during 
the cost^ontainment era. In order to have a better grasp of the health care scene 
where nurses and nursing work is situated, this section will start off with a review of 
the health care system and the activating factors for its change in the 1990s. 
1.2.5 The health care system 
The health care system of a society has been defined by both Kleirunan(1980) 
and Lee (1982) as a set of beliefs, practices and organizations which have been 
developed to deal with issues of health and illness in the society. This set of beliefs • 
govern the socially-legitimated statuses of the modalities of treatment and evaluation 
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of effects, such as the choice between the dominant and alternative practice of 
medicine. For instance, Lee (1982) has compared the health care systems in three 
Chinese societies, i.e. Taiwan, China and Hong Kong. Lee concludes in his analysis 
that biomedicine is functionally strong in Taiwan and Hong Kong, but not in 
mainland China. It is because PRC remains economically underdeveloped and, there 
are limited resources to support the high-technology development. PRC has included 
Chinese medicine in the official system, but relatively biomedicine receives greater 
support. Both the governments of Taiwan and Hong Kong have not exerted control 
over the practice of Chinese medicine in the region. In spite of the varied recognition 
of Chinese medicine in the official health care system, Chinese medicine remains to 
be pervasive and functionally strong in all three areas. Lee's case analysis has 
reflected that the health system of a nation interwinds closely with its political, 
economic as well as societal context. 
Field (1974) similarly refers the health system as a societal mechanism that 
"transforms or metabolizes what are generalized inputs (legitimacy, knowledge, 
untrained manpower, and economic resources) into specialized outputs, products, and 
services of relevance to the health concern of society" ^>.159). The health system, 
furthermore "competes" with other systems (rather than "allocates") for scarce 
resource (Field, 1974). Roemer (1989) also defines a health system as "the 
machinery producing health services". The machinery is ignited by the "health 
needs", and it operates on five-part, namely resources, management, organization, 
economic support and, services provision. The product is "health results". The 
primary purpose is the protection or improvement of health. Roemer highlights the 
feature primary because many aspects of living and society influence health, such as 
education, housing, athletics, but health improvement is not their primary or principal 





In placing health systems in a political-economic-societal context, Elling 
(1980) argues that a vast portion of the world's population is in rural settings, but 
modern health care personnel and facilities tend to be in urban areas. Elling alleges 
that the maldistribution of resources between urban and rural areas is further 
exacerbated by the migration of highly trained personnel (the "brain drain"). He 
attributes the "brain drain" problem to the failure to democratize and politicize the 
political-economic and health systems. Singer & Baer (1989) identify with Elling that 
one can speak of capitalist world health and socialist world health when trying to 
understand international health in the political^conomic context. The capitalist heath 
care is claimed to serve the functions for profit-making, reproduce the working class 
and maintain the class under control, and internationally, medicine operates as a 
mechanism of imperialist expansion. Socialist-oriented countries organize their 
national health systems to insure equitable distribution based on a conception of health 
care as a basic social right (Singer & Baer，1989). Both medical systems however 
employ a biomedical model of pathology and treatment. They both have developed 
hierarchies of health care providers, bureaucratic health care institutions, and rely on 
industrially based medical technology (Singer & Baer，1989). 
Many countries throughout the developed world today seem to be facing a 
pressure to reform or restructure their health care delivery system. Health care 
providers are pressured to provide efficiency service with fmite resources, in all the 
European countries (Keyzer, 1994)，including United Kingdom (Owen & Glennemer, 
1990), the United States (Prescott, 1993), Canada (Coburn, 1993) and Hong Kong 
(Yeoh, 1994). The impact of the promotion of cost^ffective health care delivery also 
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implies the increased concern for consumerism, especially the way health care 
delivery is operated in capitalist societies. The increasing concern of consumerism 
requires all health care workers to address related issues such as personal right and 
quality care. The promotion of the "named nurse", the establishment of the patient 
liaison officer and the promotion of the Patients' Charter in the Hong Kong Hospital 
Authority are examples of the initiatives relevant to this type of effort. 
In addition to the increasing demand for cost-effectiveness and consumerism, 
the need for change in the health care system is compounded by a transforming 
pattern of ill-health conditions. Several common themes in regard to the shifting 
pattern of health care have emerged in the 21st century. They are the increase of 
average client age, increase of chronicity of diseases, the demand of extended health 
care facilities, and the charge of primary health care (Bezold, 1986; Fries, 1986; 
Orlando, 1987; Phillips 1988). The major health burdens we are facing today are 
chronic infirmity associated with ageing population. The successful treatment of 
acute-life threatening illness, the improvement of living conditions, the change of 
lifestyle with the prolongation of lives have resulted in an increase of the numbers of 
individuals with residual limitations and chronic ailments (Diamond, 1983; Maddox 
& Glass，1989). The medical model of disease is growing out of this era. With 
acute diseases, one is sick and then becomes well, possibly facilitated by treatment. 
In chronic conditions, the progression is slow. One might not notice it until a 
"symptom threshold" is passed. The underlying pathology is resistant to medical 
reversal (Fries, 1986). The modern patterns of care must adapt to fit the new 
imperatives. There is an increasing demand of the health care system to address 
more to the issues of health promotion, health maintenance, and long-term care. 
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1.2.6 The reconceptualization of nursing 
With the urge to restructure the health care delivery system in the world 
today, nurses at the same time are experiencing a pressure to re-conceptualize and 
redefine nursing work. As discussed above, there are the need for cost-containment, 
enhanced awareness of client's right，increasing demand of extended health care 
facilities, and the charge for primary health care. These are the external forces 
effecting reorganization within the health care system. Within the nursing profession, 
there has been a quest for autonomy and independent practice, an effort striving to 
escape from the enduring shadow of the historical connection of nursing to domestic 
work. The external as well as the internal dynamics are creating tensions for nursing 
to reconsider its conventional practice, ln some situations, nurses are responding to 
the forces with innovative measures. And the current development of the health care 
delivery system facilitates the creation of new roles of nurses. In some other context, 
nurses seem to be quite acquiescent to social demands in the reproduction of nursing 
work. Coburn (1988) and Campbell (1992) have summarized the situation of the 
development of nursing (in the context of Canada) by stating that nurses are 
experiencing "proletarianization" and at the same time "professionalization" during 
this period of health care reform. The following paragraphs will discuss the 
dynamics of the shaping forces of nurses and nursing, and the two phenomena -
proletarianization and professionalization - that nurses are undergoing. 
L2.6.1 Proletarianization ofnursing 
The penetration of a business metaphor centring on cost containment and 
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work productivity in the health care system has brought immense impacts on nurses 
and nursing. Nurses are wage workers, and are more vulnerable to increased 
division of labour and loss of autonomy to the ruling class (Chua & Clegg, 1989). 
The consequence is that the process of proletarianization becomes evident in hospital 
nursing which traditional care delivery model is now restructured by managers. 
Tasks previously performed by Registered Nurses are gradually redistributed to other 
less-skilled workers. These so-called nurse extenders perform a wide range of 
housekeeping, clerical, and basic clinical functions (Hanrahan, 1991). These nurse 
extenders are given diversified names including nursing aides (Fourcher & Howard, 
1981), patient care assistants, unit assistants (Hanrahan, 1991), or health care 
assistants (Hospital Authority, 1994a). They are said to be undertaking "non-
nursing" duties (Fourcher & Howard, 1981; Hospital Authority, 1994a). 
The segmentalization of nursing work, polarizing into "professional “ and 
"non-nursing" duties has put the traditional conceptualization of nurses and nursing 
to the test. Nurses were once able to think of themselves as people with a vocational 
call for service to the public, they are now having to think in terms of nursing labour, 
a commodity in the free market (Hunt, 1994). Nursing occupies the greatest number 
in the hospital setting and labour costs remain the largest share of hospital operating 
expense. In this case, nursing naturally becomes the centre of changes during era of 
cost containment and work productivity (Brannon, 1994a). 
In a climate that fosters the effective use of resources, management tactics 
that are compatible with the ideology of market forces in health care are introduced. 
These include approaches such as nursing skill-mix reviews and measurement of 
productivity. A skill-mix review is a means of analysis of the division of nursing 
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labour. Items considered for analysis include the combinations of staff experience, 
relevant training or possession of professional qualifications (McKeown, 1995). For 
instance, in the United States, nurses who-are university graduates are called 
"professional nurses", while the diploma registered nurses, or practical nurses are 
named as "technical nurses". The professional registered nurses will delegate tasks 
to the technical assistant. Technical nurses will provide direct care under the 
supervision of more qualified professional nurses (Tonges, 1989; Glazer, 1991; 
McKeown, 1995). As mentioned above, other unqualified staff carrying out nursing 
tasks also include aids and assistants. Nursing skill-mix strategy is a prime example 
of the adoption of scientific management techniques in increasing the labour power 
of nursing (Brannon, 1994b; McKeown, 1995). 
The end result of proletarianization is an extremely segmented nursing labour 
force with a small number of highly skilled, specialist nurses who regard themselves 
as "professionals", and a large number of nursing workers who are responsible for 
merely carrying out technical tasks. The variation in the organization of nursing 
work suggests that professionalization and proletarianization are complex social 
processes that are not necessarily mutually exclusive (Brarmon, 1994a). 
Paradoxically, nursing has been both professionalizing and proletarianizing (Chua & 
Clegg, 1989). The following subsection will explore the course ofprofessionalization 
in nursing. 
1.2.6.2 Professionalization in nursing 
Foucher & Howard (1981) observe that nurses are striving for nursing 
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autonomy through two particular movements, primary nursing and nursing 
management. They explain that in primary nursing, the nurse has a total 
accountability and responsibility for each individual patient under her care. It is 
where the personal rationality is gained. On the other hand, the nurse management 
strategy is a method of controlling the direction of organizational rationality to suit 
nursing needs. The two major streams of professional development, total 
accountability of nursing care and management, are basicly still captured by nurses 
as ways to achieve professionalization today. However there are various modified 
versions of the models developed to suit the health care industry in the 1990s. 
ln response to the social demands for specialized nursing care requirements 
of increasing complex patients, the prototype of advanced nursing practice model has 
been established (Keane & Richmond, 1993). Deriving from this advanced practice 
model, a number of new nursing roles have been generated, such as the clinical 
specialist, the nurse practitioner, the advanced nurse practitioner, and expanded role 
nurse. The use and its interpretation of the professional labels can vary in different 
places. 
The role of clinical nurse specialist (CNS) has been widely adopted in various 
societies, including the United States, the United Kingdom, Australia and Hong 
Kong. The CNS is a nurse who is required to exercise a higher level of clinical 
judgment and discretion in clinical care in providing expert clinical care and 
leadership, teaching and support to peers (Castledine, 1994). Sparacino (1990) 
asserts that the CNS needs to be master prepared, ln Hong Kong, CNSs are required 
to possess a first degree plus three years experience working in the specialty area 
after attaining a specialty certificate (Hospital Authority, 1994a). The trend is that 
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new specialty areas are developed from nursing diagnostic classifications, such as 
anxiety, pain, oncological, burn, chronicity, cardiovascular, and respiratory 
categories (Moloney, 1992), instead of the categorization by medical division such 
as medical, surgical nursing. The CNS has been viewed as an expanded nursing role 
(Huch, 1995). 
The role of nurse practitioner (NP) was developed in 1960s as a 
compromising strategy offered by the US government io sooth the unhappy nurses 
who were reacting strongly to the training ofphysician assistants by medical doctors. 
The then president of the American Nursing Association, Hildegard Peplau said it 
was one place where money drove the change in practice (Huch, 1995). The NPs 
provide many ofthe services traditionally provided by physicians including assessing 
and managing illness, promoting health, and preventing disease (van der Horst & 
Patterson, 1993). NPs are also introduced in Britain and their work is very similar 
to their counterparts in the US. The key tasks include: interviewing patients, 
diagnosing and treating specific conditions to an agreed medical protocol; referring 
to the general practitioner patients whose medical condition lies outside agreed 
protocols; conducting screening programmes; and referring patients for further 
nursing services (Robinson, 1990). 
The NPs have been criticized as merely extending nursing into medicine, and 
they are acting like a mini doctor (Huch, 1995). The practice of the nurse as 
physician-extender represents a retreat to physician-dominated medical model 
(Mitchell & Samopinto’ 1988). One of the arguments in advocating the use of NPs 
is that they are friendlier and nicer than physicians and they are cheaper. Rosemarie 
Parse, a nurse theorist, warns that the concept of nurses are cheaper is demeaning tor 
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nursing. She cautions nurses to be aware of what they are agreeing to be part of the 
health care reform (Huch, 1995). In spite of the criticism, NPs were one of the first 
nursing groups to set up an independent practice, with the support of third-pany 
reimbursement through legislation in the United States (Moloney, 1992). The 
independent NP role is seen as a major directional change for nursing which has 
perpetually been questing for autonomous practice. 
Another arrangement that fosters the independent practice in nursing is the 
nurse managed centres. These centres are a new innovation to help to reduce health 
care costs, by shifting care from an in-patient hospital-based delivery system to a 
community-oriented managed care system based on prevention. Managed care is an 
option that provides health care services to specific groups of patients at a competitive 
price. This new option has provided opportunities for nurses to become more 
autonomous and accountable practitioners as they collaborate with other health care 
team members to provide high-quality independent nursing care. There are over 150 
nursing centres known to exist throughout the United States (Moloney, 1992). ln 
Britain, similar nurse-run clinics also exist except that the arrangement is much more 
doctor dependent. The nurses in the clinic, called "practice nurses", are employed 
directly by general practitioners and clients are referred by doctors only. The 
practice nurses cover a range of roles from health counselling, health checks, to 
providing immunizations and vaccinations (Richards, 1991). 
The second stream of effort that nurses are using to strive for professional 
enhancement is management. Nurses in Victoria of Australia have successfully 
mobilized the Victorian Government to fund nursing education at college level in 
1987. Two recommendations have been made in this upward move of nursing 
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education. One is urging for an educational program to develop nursing clinical 
practice, and the other one is directing towards the need to promote greater 
management skills among nurses. Nurses in Australia view the preparation of 
management skills is ofparticular political significance for such training can increase 
the effectiveness of the nursing voice in a range of executive committees and forums 
for collaborative decision making (Marles, 1989). Nurse administrators appointed to 
top levels in institutions help to place nurses the same level with other senior 
administrators (Moloney, 1992). The status of nurses in these senior management 
roles seem to have profound symbolic implications for the profession's image (Owens 
& Glennerster，1990). Owen & Glennerswr observe that raising nurses at district 
management level in the British context not only provides nurses a forum for 
exchange of information and ideas, but it also has the effect of forming a power base 
or a collective voice for nursing. 
The view that nurses becoming managers can help in promoting the 
profession of nursing is not taken without question. The nurse executives are 
supposed to act as a liaison and mediator between nursing staff and administration 
(Smith et al., 1994). In doing so, they begin to reorient themselves from being 
interest in care to being interest in cost^fficiency. They begin to see things 
differently from their staff who remain rooted in hands-on practice (Campbell, 1992). 
Campbell observes that nurse managers personally wield more power but nurses at 
frontline still lose autonomy. Increasing dispute may arise in situations where there 
are conflicts between organizational and professional goals. 
Nurse managers tend to be dominated by the day-to-day pressure to provide ‘ 
adequate nursing cover for their areas. Their major focus is to maintain an adequate 
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workforce for the daily running of the service (Owens & Glennerster，1990). The 
nurse subordinates on the other hand may have less concern for the manpower issue, 
but more inclined towards the maintenance of-standards of care. There is a recent 
» 
case in Hong Kong illustrating this type of conflict. Nurses working in intensive care 
unit of a large regional hospital revealed that their hospital had only provided a 3-
hour in-service course and then they were required to undertake haemodialysis for 
patients ("Nurses quest," 1995). The issue of conflict can sometimes be further 
complicated by the nursing militancy, which is observed by Coburn (1993) as a 
nursing effort to crawl out from the thumb of administrative and medical dominance. 
Coburn's observation is realized in the Hong Kong case mentioned above, in which 
the union chairman who is also a member of the Legislative Counsel was involved. 
The path of nursing professionalization is rather complex. The occupation 
is striving for full status of profession by pressing for specialization and involving in 
management and decision-making at policy level. Nurses believe that the upgrading 
of education to tertiary level and theorizing nursing are the main strategies that can 
substantiate their professional status. Is nursing education a promising route to make 
nursing professinalization a success? The remaining paragraphs will try to unravel 
the issues of nursing education and the work of nursing. 
1.2.7 Nursing education 
The best point to start in exploring nursing education is perhaps by examining 
the question: who is attracted to nursing? ln terms of gender, it seems that women 
enter nursing more than men. lt may be related to the reality that nursing has been 
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originated from domestic type of work. The traditional work of nursing - caretaking 
and housekeeping - corresponds very well with the ascribed set of conventional roles 
expected of women. The society sustains this nexus through occupational sex 
segregation and mainly women have been attracted to join the work. 
Occupational sex segregation is the sex-typing of occupations. Men and 
women are often encouraged to enter fields deemed "appropriate" for their sex that 
are associated with the traditional gender role socialization and stereotypes (Cassidy, 
1990). Nursing is viewed as a traditionally "women，sjob" in a traditionally "man's 
world". It has been sex-typed with female because it develops the "natural", 
"womanly" attributes ofcareiaking and housekeeping. Nursing is thus seen as a good 
preparation for marriage and motherhood for young girls (Muff, 1988). 
The success of occupational sex-typing can be further explained by the 
concept of occupational role-taking. People tend to choose occupationthat would fit 
into their concept of themselves (Davis, 1969). Helping professionals such as 
nursing, social work, and teaching are found to have characteristics typically 
associated with the traditional female gender role (Cassidy, 1990). Students choose 
nursing because they want to help people (Muff, 1988). Nurses regarded the intrinsic 
nature of the work more important than salary or conditions (Firby, 1990). The 
nurturing motive ofthe entrants corresponds with nursing which is commonly viewed 
as "mere" extensions of the behaviours traditionally expected of women: nurturing 
and serving others (Cassidy, 1990). 
The association of "womanness" with nursing has brought about several 
repercussions. First, the capitalization of inherent "female" traits in nursing tend to 
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suggest that nurses are born; and they do not require formal education (Muff, 1988). 
This means that nursing does not require technical nor specialised skills. Nurses can 
then be easily replaceable, and they can be less well-paid and will be less prestigious 
in the society. 
Second, women will carry through their socialization experiences from 
childhood, family, school, and then to the nursing occupation. With a predominant 
composition of women in nursing, it is difficult for the nursing identity to achieve a 
heterogeneous balance. The stereotyping of female-male relationships is then easily 
assimilated at work. This has been strongly reflected in the interactions of individual 
nurses and physicians within the health care system (Schutzenhofer, 1988). The 
renowned "doctor-nurse game" described by Stein (1967) has provided a vivid 
illustration. 
The object of the "doctor-nurse game" is for the nurse to be bold, show 
initiative, and make significant recommendations to the doctor in a manner, however, 
that appears passive and totally supportive of the "super-physician". A successful 
game requires the nurse to communicate her recommendation without appearing to 
do so, while the physician, in seeking a recommendation, without appearing to ask 
for it. At the end, both score high with the doctor gaining respect and admiration of 
the nursing staff, in turn, the nurse identified as a "good nurse" by the doctor 
(Cockerham, 1992). This physician-nurse interaction evidently reinforces the 
stereotypical roles of male dominance and female passivity. 
The control of nursing education lies in where the school is located, and by 
whom the school is financed. The move of nursing education from hospital-based to 
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university-based is an international trend to escape the control of service needs over 
nursing education. To date, in Hong Kong there is only one nursing degree program 
in full operation preparing fifty nurses a year at Hong Kong Polytechnic University. 
‘ There are two more programs commenced in the Chinese University of Hong Kong 
in 1995, and in the University of Hong Kong in 1996. One hundred more students 
will be produced in four years' time. The bulk of the nursing workforce in Hong 
Kong still comes from schools of nursing housed in and funded by the hospitals. 
Hospital-based nurse training programs intrinsically have a more immediate 
responsibility to respond to the institutional needs of the hospital than the college-
based nurse programs. Watson (1988) criticizes that this type of training has only 
succeeded in preparing a first-level "product", focusing on preparing institutional 
employees. It has failed to educate nurses to be full health care giving professionals 
who would have the competence and courage to anticipate health needs within as well 
as outside the hospital setting. Hospital-type nurse training tends to produce 
individuals who would acquiesce to society, maintain the structure stams quo. The 
society is thus reproduced (Wong, 1993). Further elaboration below would help to 
illuminate the process. 
Nurse students in hospitals carry the dual role of a learner as well as a 
worker. They have the nursing student status, yet at the same time they are paid 
employees. Many studies done in the United Kingdom (e.g., Orton. 1981; 
Alexander, 1982; Fretwell, 1982; Orgier, 1982) and a study done by Wong (1984) 
in Hong Kong has provided evidence to support that whenever there is conflict 
between learning needs and work requirement, it is always the work that takes 
precedence. The ward-in-charge (formerly called ward sisters), who were seen as 
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powerful figures in creating a favourable, or likewise an unfavourable ward learning 
climate, were found having a low recognition of student nurse needs in the study. 
There was no significant difference between the so-called "High Student Oriented” 
wards and the "Low Student Oriented" wards (Wong, 1984). 
Students have two sets of expectations to meet, two groups of powerful 
people to satisfy: the school tutors and the ward staff (MeIia, 1984). A study by 
Startup & Wilson (1992) carried out among students from three hospitals in South 
Wales of United Kingdom has revealed that the ward staff expected the students to 
be competent in their practical skills and function as a "worker" rather than as a 
student as early as the end of their first year training. The students knew the 
expectation very quickly. The students tended to sanction the "ward way" of doing 
things because it was efficient and it worked (Melia, 1984). Students learnt to "fit 
in" with whatever seemed to be expedient at the time (Melia, 1984; Startup & 
Wilson, 1992). The concern for "getting the work done" is overwhelming, lt seems 
that on the practice front, the school has very little control, except probably during 
clinical examination which is transient. 
There certainly are inconsistencies and contradictions between the school way 
and the ward way. ln spite of numerous discussions of the issue, the gap between 
theory and practice still exists. The observations by Chua & Clegg (1989) help to 
explain the sustenance of the phenomenon. They have carried out a research 
examining the professional interaction that integrates microlevel social constructions 
at ward level with macrolevel negotiations of interest at the managemenr and 
• 
education positions. Important gaps between formal representations of the 
professionalism project and the actual, situated practice of "nursing" have been found. 
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Such discrepancy however did not lead to "an acute sense of ideological crisis". 
Chua & CIegg (1989) offer two explanations. 
First the environment of service management that Chua & Clegg observed is 
quite divorced from that of teaching and is only loosely coupled to the everyday 
world of the ward. Second the status hierarchy serves as a strong stabilizing factor. 
The inconsistent worlds are only loosely coupled, and the organizational participants 
are skilled in the discourse in highlighting only elements which are relevant to their 
everyday work worlds. For example, nursing is said in principle to own an 
independent body of knowledge and nurses are required to be well-educated and 
innovative. In everyday dealings, ward-based managers know the power of medical 
men, especially when their own nursing superiors are unsupportive (Chua & Clegg, 
1989). Chua & Clegg argue that it is the organizational realities that demand the 
maintenance and reproduction of the existing elements. The power of the structural 
constraint is great. Students are gradually socialized in the bureaucratic role. 
In an attempt to establish nursing's expertise as comparable to that of 
physicians, nursing educators "created" nursing, ln Brannon's (1994b) study, he 
observes that nurses are required that "nursing diagnosis" and "nursing orders" be 
specified in each patient's care plan, ln reality, doctors never consult the nursing 
care plan, but nurses seldom do either. Nurses consider writing detailed nursing 
orders a low priority and care plans are usually incomplete. Nurses maintain 
continuity of care through shift report and informal personal interaction in practice. 
Muff (1988) criticizes that nurse leaders are creating false boundaries for frontline 
nurses. The nursing models are arbitrary, alienating from real world practice, and 
lacking clinical applicability. Nursing has created myths about the role of nurses. 
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who are expected to carry out "total patient care", solving all the problems of a 
patient's whole life. The gap between theory and practice, education and ward 
practice is a critical issue. 
In spite of the criticism of the gaps between theoretical knowledge and the 
actual practice of nursing, the work to formalize and legitimize professional nursing 
knowledge by nursing leaders continues. There is continual work by the International 
Council of Nurses to name or label nursing and establish an international 
classification of nursing practice. The classification is said to aim at providing a basis 
for estimating and allocating resources and for estimating the effectiveness of nursing 
actions (Clark & Lang, 1992). 
The tension between "created" nursing and nursing in practice world brings 
in some interesting questions: Why is there a mismatch between formalized nursing 
knowledge and real work practice of nursing? Who is actually controlling and 
legitimizing the work of nurses? 
1.2.8 The nursing labour process 
Nurses in the hospital continue to remain subordinate to physicians and 
managers. The nursing work in hospitals is organized around medical decisions, and 
is controlled by managers in the bureaucracy (Coburn, 1993; Brannon, 1994a). 
Physicians exert their domination through their position over the medical 
division of labour. They control the critical decisions of admitting and discharging 
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patients, determining the medical diagnosis, and conceptualizing the overall plan of 
care (Schneller, 1978; Brannon, 1994b). They define the care for the patients and 
prioritize nurses', as well as other paraprofessionals,, work by specifying the 
execution of orders such as "ROUTINE", or "STAT". Nurses are more likely to 
facilitate the production of care rather than the definition what the care should be 
(Brannon, 1994a). The physician has maintained the monopoly over the diagnostic 
aspect of medicine and passing on the nondiagnostic facets of patient care to nurses 
and other paraprofessionals. Paramedical occupations, in turn, have their own social 
organization and rules for distributing those tasks that physicians no longer wish to 
perform (Schneller, 1978). 
The scope of nursing practice is mainly socially defined, often in relation to 
the content of the dominant profession and the management goal. Nurses are unable 
to monopolize an exclusive work jurisdiction (Brannon, 1994a). For instance, in 
northern Canada, nurses routinely perform skills that are disapproved of where 
doctors abound (Campbell, 1992). And. the introduction of nurse assistive strategy 
is a typical example of managers re-defining the boundaries of nursing work. This 
involves the redistribution of tasks previously absorbed into professional nursing to 
other less-skilled job classifications, such as health care assistants. Nurse managers 
often defend themselves by arguing that the restructure of the patient care delivery 
system actually help to combat severe nursing shortages. 
The subdivision of nursing labour and the hiring of a cheaper workforce to 
perform deskilled tasks is a way to proletarianize nurses. One can argue that 
differentiation of nursing tasks and the delegation of routine and "diny work" to 
auxiliary workers is the characteristic of the professional upgrading of the occupation 
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(Brannon, 1994a). Abbott tends to support this view. Abbott (1985, 1988) has 
pointed out that professional status is typically advanced through "professional 
regression", a process in which the professional is moving away from direct and 
I ^ ^ 
routine client involvement. This is happening in the case of nursing. Registered 
nurses in the most professionalised segments of the occupation acquire higher 
credentials and typically leave patient care behind for careers in education and 
administration (Brannon, 1994a). However, Brannon would maintain that the 
delegation of work to auxiliary nurses did not fully professionalize nurses because of 
medical dominance. Freidson (1970) would agree that rather than providing a means 
of attaining professional status, the differentiation of nursing tasks created a 
"paranursing hierarchy within the paramedical hierarchy". 
With the differentiation of nursing labour, nursing becomes even more 
internally fragmented among nurse managers, nurse educators, nurses engaged in 
advanced practice, and rank and file nurses (Coburn, 1993). These splits of different 
categories of nurses may affect the coherence of an occupation. Abbott (1991) has 
cited the case of engineering when he discusses the issue of occupational coherence. 
One can easily replace "engineering" with "nursing" and still find the principles hold 
true. Abbott explains that engineering has been more loosely structured than the 
classical associational professions for it admits many levels of workers, it has high 
turnover, and its specialty association dominates its general ones. Abbott further 
illuminates that the two general ways of approaching the coherence of occupations are 
through the resemblance of members and through the structural properties that bind 
those members together. Similar to engineering, nursing has a wide spread of its 
members entering the occupation at different levels from hospital diploma holders to 
university graduates. Also, the positions they hold in the bureaucracy is very 
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hierarchial, from frontline nurses to nurse managers, and nurse elites such as the 
nurse specialists. According to Abbott, this affects nursing's ability to become an 
effective social group. Muff (1988) remarks that nurses are their own worst enemies. 
Conflict among nurses can be seen in the contest among diploma, associate and 
baccalaureate nurses (Muff, 1988), and among practising nurses and nurse 
administrators (Gray, 1989). 
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CHAPTER 2 
RESEARCH METHODOLOGY 
2,1 RESEARCH METHODOLOGY 
The case study approach is adopted as the research methodology in this suidy. 
Case study is an inquiry strategy best used to investigate "a contemporary 
phenomenon within its real-life context, especially when the boundaries between 
phenomenon and context are not clearly evident" (Yin，1994, p. 13). The case study 
inquiry relies on multiple sources of evidence, with data needing to converge in a 
triangulation fashion. 
In this study context, the case selected was a specific hospital in Hong Kong. 
I wrote to the hospital to ask for research access, and was granted the permission to 
do so. The hospital was given a pseudonym of "HK" Hospital for the reason of 
disguising the identity of the hospital, and protecting the confidentiality of the 
informants. Within the HK Hospital, data from various levels was collected and 
examined. This wil l be explained further in the section of Data Collection and Data 
Analysis. 
The HK Hospital was identified as a suitable case in this study for four 
reasons. First, it was one of the pilot hospitals introducing the new management 
initiative of the Hospital Authority (HA) in Hong Kong. The new administrative 
structure was completely introduced at the time of study in 1994-95. A number of 
new projects within the hospital since the take over of HA were under way. Second, 
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the hospital was established over 20 years and the running of the hospital has been 
smooth. Third, in spite of the long history of the hospital, it was known for its 
receptiveness in undertaking new endeavours. Fourth, it was a medium size (around 
700 beds) general hospital. It could accommodate a variety of services, yet it was 
not too diversified. 
2,2 DATA COLLECTION 
The data collection approach in this study makes use of sources at multiple 
levels, and data gathered with multiple methods. The multiple levels of data 
collection here referred to the following three tiers: (1) frontline nurses and their 
work (microlevel), (2) the middle managers at ward and departmental level and their 
work (mesolevel) and, (3) the senior manager at hospital level and her work and the 
policies induced by the HA (macrolevel). Figure 2.1 on next page displays a 
diagrammatic presentation of the levels of data collection. This study has involved 
a number of hospital units and work figures, ln order to minimize the repetition of 
long names, abbreviations are used for work titles or labels that are often mentioned 
in this study. Please refer to Appendix 1 for a list of the abbreviations and the full 
terms they are representing for. 
This study took place from January 1995 to December 1995. It has employed 
the triangulation approach of data collection including interviews, participant 
observation and review of documents. Triangulation approach has been viewed as 
a powerful research strategy which provides strong substantiation of constructs and 
hypotheses (Eisenhardt, 1989) and contributes to the sustenance of reliability. 
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Figure 2.1 A diagrammatic presentation of the levels of data collection 
Macrolevel 
Hospital Authority (HA) 
General Manager (Nursing) (GMN) 
Mesolevel 
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internal and construct validity (Denzin, 1989; Miles &Huberman, 1994). An 
account of the data collected from various sources wil l be explained below. 
t 
2.2.1 Documents 
Documents including job descriptions and Staff Development Review (SDR) 
were examined at all levels. SDR is an annual staff review exercise when the staff 
wi l l be appraised of their performance in their previous year, and when the staff 
themselves wil l set target goals to be fulfilled in the coming year. In this study, only 
the later part of the SDR，that is the SDR objectives wil l be considered because the 
first part of staff performance appraisal is not a point of interest in this study. At 
mesolevel and macrolevel, business plans, strategic plans and annual report of the HK 
Hospital and HA in the year of 94-95 were also scrutinized. 
2.2.2 Interviews 
All the Department Operations Managers (DOMs) of the general units in the 
HK Hospital were approached for interviews first. Special units such as Emergency 
Rooms, Operation Theatre and Community Nursing Services were excluded because 
the organization of nursing work in their units was different from that of the general 
wards. A total of 6 DOMs were successfully interviewed, representing the 
Departments of Orthopaedics, Medicine, Surgery, Paediatrics, Obstetrics and 
Geriatrics. After the interview, the researcher asked the respective DOMs to name 
a ward within their departments, and then provide names of Nursing Officers and 
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Registered Nurses of different experience to the researcher for subsequent interviews. 
There were usually two wards within each of the departments. Four persons were 
selected from each ward, consisting of the Ward Manager (WM), the Nursing Officer 
(NO), one experienced Registered Nurse (E-RN), and one less experienced Registered 
Nurse (RN). The WM was an exclusive figure in the ward. There were normally 
2 NOs and around 12 RNs in each ward . The DOMs would supply two names (one 
as a back up) to each category of the potential interviewees, and the researcher would 
approach these persons. This is a combination of snowballing and quota sampling 
method (for details, see Babbie, 1992). The acceptance of the invitation to be 
interviewed was voluntary, and there were five nurses who refused to participate. 
A few nurses in the supplied namelist were on sick leave, or study leave, so the back-
up name supply was found to be quite useful. A total of 24 persons, one from each 
staff category (WM, NO, E-RN, and RN), were successfully interviewed from the 
six departments. The NOs, E-RNs, and RNs exemplified the microlevel of nursing 
work while the DOMs and WMs embodied the mesolevel. 
Besides the different grades of nurses in each selected department, the 
General Manager in Nursing (GMN) and four Nurse Specialists (NSs) were also 
interviewed. The GMN was the figure representing the macrolevel, and the NSs 
were an elite group of nurses evolved during the health care reform in Hong Kong. 
In this study, only the key informants of the nurse groups as introduced above were 
interviewed. Other peripheral figures such as the HCAs, the nurse students and the 
doctors who were closely related with the nurses in work situations were not 
interviewed. These peripheral figures were often mentioned in the data gathered from 
interviewing the key informants, and from the participant observation. The findings 
revealed by the key informants were found to be adequate in illuminating the 
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phenomena to be examined in this study. Arrangement of interviews with the 
peripheral figures was thus not necessary. 
The key informants were interviewed based on an interview guide developed 
by the researcher. The initial interview guide was constructed after the researcher 
has conversed with a dozen nurses working in different capacities. These nurses 
included managers, frontline nurses, and nurse specialists. The discourse provided 
the researcher with a general understanding of the nursing work that was happening 
at different levels within the hospital setting at the time. The interview guide was 
piloted in a couple of interviews to ensure that the questions were clear to the 
interviewee, and relevant information could be solicited. The interview lasted for 
around one hour. 
The interview guide aimed to include questions that could fully explore the 
work nature of the informant, and her work relation with other people, the hospital 
and the HA. (Please see Appendix 2 for the interview guide.) There were four main 
sections to the interview guide. The first part was denoting the demographic data of 
the informant, such as year of experience, area of practice and post-registration 
education. The second part concerned the role responsibilities and nature of work 
involved. They were given 100 units of time, and they were asked to allocate their 
time distribution in each identified area of work, in both real and ideal situations. 
The informants were asked to cite real life examples where appropriate to illustrate 
typical as well distinctive features of theirjob involvement. Then in the third section, 
the informants were requested to name the key persons that were working closely 
with them. The informant needed to first identify a person whom she felt to be 
immediately above her in work situations. An arbitrary of one unit distance will be 
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allocated between she and the person. For instance, a RN might recognize the NO 
as the one figure as 1 unit above her. Using this relationship as a unit reference, she 
then allocated other figures in relation to her at work on a graph paper. All the 
figures were identified by the informants as people whom the informants were closely 
related to at work. The higher above the person was placed, the greater control and 
power she felt the person was over her at work. Taking the example of the RN 
further, she might recognize that the WM was supervising the NO, who in turn was 
overseeing her at work. She might place the WM 2 units above her, which meant 
that she perceived that the WM was twice as powerful as the NO in controlling her 
work process. Within the same category of key informants, there were usually 
several interviewees. During the composition of the figures depicting the perceived 
measure of control between each key informant category and the health care workers, 
the mean of the unit distance perceived by the different interviewees will be used. 
The last section of the interview guide only applied to WMs, DOMs, NSs, 
and GMN. They were the characters that only appeared after the establishment of 
the HA, and these people were asked particularly to describe their work involvement 
in these new positions. They were asked to depict the positive and negative aspects 
of their work. A specific question was posed to them asking if it was a good choice 
for the HA to use nurses in, and likewise for the nurse to occupy with, these new job 
positions. 
2.2.3 Participant observation 
The third method of data collection used in this study is participant 
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observation. I being the researcher am also a registered nurse by profession. I 
applied to work in the HK Hospital from April 1994 as a part-time RN on a general 
medical ward. I presented myself as an assistant professor of nursing at the time, 
who was also seeking experiences in current nursing practice. I made myself clear 
to the members of the HK Hospital that as an academic I had a desire to directly feel 
the impulse of the reality myself, so that what I taught and researched could reflect 
the reality. The HK Hospital welcomed me joining their workforce because nursing 
shortage had been a problem. This approach legitimized my existence in HK 
Hospital, as a registered nurse with undisguised background of also being a nurse 
academic. The methodologic approach of this research strategy will be explored in 
a different section under Data Analysis. 
2.3 DATA ANALYSIS 
The strategy of data analysis in this study contributes to the uniqueness of this 
research. This study endeavours to reach a micro-macro link of social inquiry 
through the continual dialogue of data and theory. This is achieved by rwo particular 
tactics: the extended case method and participant observation. 
2.3.1 Extended case method 
The extended case method is recommended by Burawoy (1991) as a 
methodological attempt to elaborate the effects of the "macro" on the "micro". This 
method has been specificly compared against the grounded theory approach by 
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Burawoy who criticizes the later for its pursuance of generalizations at the same level 
of reality. Grounded theory tends to treat each ease study as a potential exemplar of 
some general law or principle that applies across space and time. The extended case 
method on the other hand adopts a situational analysis approach which takes the social 
situation as the point of empirical examination and works with given general macro 
structures to understand how those micro situations are shaped by wider structures. 
This approach is supported by Ritzer (1989, p.599) who reminds that if "one level 
(or a part thereof) is lifted out for specific study or analysis, the sociologist... should 
always bear in mind that it is part of a broader relation and that it should always be 
analyzed with that larger context in mind." 
How does Burawoy respond to the criticism of generalizabiIity? Burawoy 
declares that he agrees with KarI Popper's critique of induction and verification, and 
follows the processes of conjecture and refutation, where one constantly tries to seek 
evidence which disproves or falsifies their theories (Haralambos & Holborn，1990). 
Rather than treating the social situation as the confirmation of some theory, Burawoy 
regards it as the failure of a theory. The failure of theory leads not to rejection, 
unlike Popper, but to reconstruction of existing theory. The rebuilding of theory is 
considered as a continual process of analysis, mediating between field data and 
existing theory. In studying the social world and reconstructing social theory, 
Burawoy has strongly recommended the participant observation (P0) approach. The 
P0 strategy is commended for its ability to bring together both the perspective of the 
participant who quests for understanding and the perspective of the observer who 
pursues causal explanation. Denzin (1989) also agrees that P0 helps to continually 
revise and test emergent hypotheses while the research is conducted and it can 
maximize the discovery and grounding of theoretical interpretations. The way P0 
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is approached raises a number of methodological issues. This will be discussed in 
the next section. 
2.3.2 Participant observation 
Participant observers do ethnography, which is the description, classification, 
and interpretation of the way of life of a particular group. The complete participation 
may require one to be, or pretending to be, a genuine participant in what he or she 
is studying. In this arrangement, observers' identities are entirely concealed, their 
scientific intents are not made known, and they attempt to become fall-fledged 
members of the group under investigation. In doing so, the ethnographer attempts 
to discover the practices and meanings that are taken for granted by the group 
members, and the culture of the group is grasped (Denzin, 1989). The dangers of 
P0 however is said to derive from the same source as its virtues. Getting too close 
with the participants can lead to loss of objectivity. The problem of objectivity is 
compounded by the problem of validity. This worry has been heavily criticized by 
a number of sociologists. Burawoy (1990) has condemned ethnographers for standing 
"above the society“ and urged for a collaborative enterprise of participant and 
observer. Van Maanen (1978) submits that the praxis model requires the researcher 
to discover, not to assume, to emphasize, not to judge the social phenomena. In that 
sense, the researcher needs to suspend certain beliefs when entering the field. 
Tedlock (1991) rejects the sharp distinction between objectivity and subjectivity, 
scientist and native, Self and Other for these differentiations imply that the subject's 
way of knowing is incompatible with the scientist's way of knowing. The domain of 
objectivity is the sole property of the outsider. Albritton (1991) argues that 
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traditional types of participant-observation are at best problematical, and at the least, 
distort reality in a naive way for the observers ignore the need for genuine empathetic 
understanding of the observed. 
Indeed, the distinction of the actor and observer as a dualism of subject and 
object is antithetical to the sociological inquiry. In Economy and Society (1978, p.4), 
Weber wrote that sociology is "a science which attempts the interpretative 
understanding of social action in order thereby to arrive at a causal explanation of its 
course and effects." According to Weber, making interpretation is central to the 
understanding of action. He adopts the methodology of Verstehen which attempts to 
comprehend social action through a kind of empathetic liaison with the actor on the 
part of the observer (Parkin, 1982). This relationship of the actor and observer is 
then subsequently elaborated and developed as the hermeneutic dimension of social 
science. 
Giddens (1982) explains that the social scientist studies the social world, 
which is constituted as meaningful by those, the human subjects, who produce and 
reproduce it in their activities. To describe human action in a valid way is in 
principle to be able to participate in the forms of life which constitute, and are 
constituted by, that action. This is in itself a hermeneutic task. Social science is 
itself a "form of life", with its own technical concepts. Giddens borrows the concept 
of "logical tie" by Peter Winch to further explain the "double hermeneutic" situation 
between the ordinary language of lay actors and the technical terminologies invented 
by social scientists. The "logical tie" implicated in the double hermeneutic depends 
upon not whether the actor(s) whose conduct is being described are able to grasp the 
notions which the social scientist uses. It depends upon the social scientist who is 
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also the observer in accurately understanding the concepts whereby the actors' 
conduct is orientated (Giddens, 1982). In order to appreciate the self-understanding 
of the participants, some advocate that observers strip themselves of their biases in 
order to become like their subjects. Others argue the opposite: that objectivity comes 
only from distance. Buroway (1990) is advocating neither immersion nor distance 
but dialogue. 
The dialogue proposed by Buroway (1990) is maintained in a "I-You" 
relationship between observers and participants. Buroway asserts that the "we" 
relation is a false togetherness and an "I-they" relation is often invisible. Positioning 
the observer above the "natives" in the field leaves the ethnographer's own biases 
unre^ealed and untouched. The taken for granted may be missed, and false 
attributions may result. A great deal of the practical consciousness of everyday life 
is tacit. The explicit articulation of this assumed knowledge of both the observer and 
participant calls for dialogue between the two. Burawoy alleges this privileges P0. 
As complete participants, sociologists find themselves confronted with 
interactional demands or sometimes contradictory role. If the disguise is successfully 
carried off, observers must continually indicate to themselves that their experiences 
are due to the pretended self, not to the real self (Denzin, 1989). But, when is the 
'% 
"pretended “ self, and when is the "real “ self? One will have to become schizophrenic 
to be able to differentiate the two. 
I would argue that as a participant observer, I enter the field with multiple 
selves, including at the least, the selves of being a social scientist researcher, a 
registered nurse and a nurse academic. As a social scientist researcher, as Buroway 
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(1990) suggests, I am interested not only in learning about a specific social situation, 
but also in learning from that social situation. I want to be able to make causal 
claims that have validity beyond the situation I study. I want to turn observations 
into explanations, data into theory. As a registered nurse, my duty is to provide 
reasonable care to the patients. With considerable years of experience and my 
educational background, I shall inevitably deal with clinical situations in a manner 
very different from the inexperienced nurses, or those who probably are more 
socialized in bureaucratic values since student nurse training. Also, not being a ftill-
time employee of the HK Hospital, I shall be less subject to the hospital rules and 
regulations that are linked to the career reward system. As a nurse academic, I have 
my concerns for the professional standards and the development of the nursing 
profession in general. I feel myself more inclined towards educating the nursing 
students at work, and sometimes nurses on the ward would use my background in 
supervising students. 
How can I deal with all these selves in this study while my primary goal is 
to act as a participant observer in collecting information to formulate hypotheses, to 
substantiate or disconfirm the conclusions I draw from other sources of data? My 
first response is to acknowledge the existence of all these selves and to engage in 
dialogue among these multiple selves, ln writing the ethnographs, I shall write from 
two perspectives. I shall narrate my first-person experiential fieldwork accounts, as 
a participant observer. I shall also write as an observer of my own participation. 
The process of self*examination and reflection is essential here. When I recount the 
incidents, I need take into account the contextual factors of the environment, and the 
background of the participants including myself, which may affect the aftermath of 
the happenings. Gold (1969) has pointed out that there is a potential problem in 
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"going native" having the observer in the complete participant role. The observer 
may incorporate the role into the selfK:onceptions and self-expressions, so much so 
that it is almost impossible to report the findings. Gold suggests that the field worker 
needs "cooling-off" during and after complete participation, so that one can examine 
the field behaviour sociologically. This helps to elaborate what I mean by self-
examination and reflection here. As I write my field notes, I am conscious of the 
roles I am playing in this data collection process. Denzin (1989) reminds that an 
"objective" ethnography cannot be written. To think otherwise is to engage in the 
fallacy of objectivism. However further operations are necessary to ensure the 
reliability and validity of the data. This will be explained more under Treatment of 
data. 
2.3.3 Treatment of data 
There are mainly two planes of data analysis running through the unit of 
analysis, the work and role functions, of nurses at three different levels in the study. 
Let me first review what the three levels are and why certain informants/source of 
data are included in these levels. Then I shall proceed to address the two planes of 
data analysis. 
The first tier is the microlevel of nursing work. It involves work of frontline 
nurses. The Registered Nurses and the Nursing Officers (NOs) are the key 
informants of this group. These people represent the category of nurses who are 
dealing with the daily realities of nursing work in the hospitals. At first there have 
been some doubts if the NOs belong to the microlevel group, or they should be 
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included as the mesolevel group. Having interviewed the NOs, a better 
understanding has been gained about their work, and it is decided that they are more 
appropriately put under the microlevel group which represents the grassroot level 
work of nurses. 
The second tier is the mesolevel of nursing work. It is represented by the 
role functions performed by WMs, DOMs in the management stream and NSs in the 
clinical stream. These mesolevel figures function as the mediator of the policy-
makers at the macrolevel and the labourers of nursing work at the microlevel. 
The macrolevel involves the work of GMN and the direction of nursing set 
out by the HA. The GMN is the most senior nurse in rank in the hospital. She is 
regarded as the professional leader within the individual hospital and directly liaises 
with the Nursing Section in the HA. The HA is the policy making body which is 
responsible for defining the scope of nursing practice within the larger hospital 
systems. 
Next, I shall elaborate on the two planes of data analysis. The first plane 
concerns the generation of meaning from the raw data. The researcher first reviews 
the interview transcripts and field notes, and enters data directly into displays by 
using a word processor. Analytic text, that is, the conclusions drawn from the 
displayed data is written alongside of the data exhibit. The data is compressed and 
ordered to allow the drawing of coherent conclusions at an initial stage. Various 
tactics for generating meaning from data are adopted referencing the techniques 
suggested by Miles & Huberman (1994). These tactics include noting 
patterns/themes, seeing plausibility, clustering, making metaphors, counting, making 
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contrasts/comparisons, differentiation/partitioning variables, subsuming particulars 
into the general, factoring, noting relations between variables, finding intervening 
variables, building a logical chain of evidence and making conceptual/theoretical 
« 
coherence. At this stage of data examination, patterns and themes are delineated, 
plausible relationships are outlined. The approach adopted in this stage is primarily 
a data-driven approach. 
On the next plane of data analysis, the initial impression of the data obtained 
in the first stage is translated into coherent conceptual maps where the collected data 
is further explained with theoretical justification. The dialogue between theory and 
data is much more intensive at this stage than the initial stage where the interpretation 
of meaning is predominantly relied upon the data. By its very nature, dialogue calls 
upon not separating the two tasks of finding a theory that fits the data nor revealing 
that the data that fits a theory. But rather, through confirming or disconfirming 
relationships in the case study, theory can be refined and extended. The goal of this 
methodology is explanation, making causal claims that have validity beyond the 
situation that is being studied (Burawoy, 1990). 
The stage of data analysis concurs with that of data collection in this study. 
While the collected data, mainly the documents, interview transcripts, and some of 
the clinical field notes are being analysed, the P0 continues. This overlapping of 
data analysis and data collection is recommended by Eisenhardt (1989) for it allows 
flexible data collection where the gathering of addition of cases may be needed to 
probe particular themes which emerge. This adjustment is legitimate, and indeed, a 
key feature of theory-building case research. The central idea is that researchers 
constantly compare theory and data - iterating toward a theory which closely fits the 
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data. Cases which confirm emergent relationships enhance confidence in the validity 
of the relationships. Cases which disconfirm the relationships often can provide an 
opportunity to refine and extend the theory. This is crucial to the establishment of 
internal validity. The constant comparison between data and constructs aims to 
accumulate evidence from diverse sources and eventually a single well-defined 
construct is converged. The researcher, in effect, is attempting to establish construct 
validity through this constant comparison process (Eisenhardt, 1989). The plotting 
of tentative logical relationships, testing them against the next wave of data collection, 
modifying and refining them into a new explanatory map, and then test it against new 
cases and instances is the classic procedure of analytic induction (Miles & Huberman, 
1994). This process is an iterative process until theoretical saturation is reached. 
Theoretical saturation is the point at which no additional data can be found whereby 
the researcher can develop properties of the category (Glaser & Strass, 1967). 
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CHAPTER 3 
MICROLEVEL - WORK OF FRONTLINE NURSES 
3.1 INTRODUCTION 
Nursing work at ward level in HK Hospital was organized using a team 
approach. In a ward with 50>60 patients, it was normally divided into 4 teams with 
around 12 patients in each team. The team was usually led by a registered nurse, 
sometimes an enrolled nurse with 1-2 nursing students and 1 Health Care Assistant 
(HCA) as team members. The HK Hospital had a nursing school affiliated with it. 
The nursing students from the school were used as part of the human resources, and 
in turn the students gained their clinical experience hours required for registration at 
Hong Kong Nursing Board. The entire ward was then overlooked by a ward in-
charge, who could be a RN or NO. 
A total of 18 nurses working at the microlevel were interviewed. They 
included 6 experienced nurses (E-RNs), 6 less experienced nurses (RNs) and 6 
Nursing Officers (NOs). When I approached the RN-grade nurses for interview, I 
selected one relatively less experienced and one experienced RN in each of the wards. 
The purpose of such selection was to sample a range of nursing work that is involved 
by nurses with varied experience. Initially I intended to treat the two groups as one. 
During the process of data analysis, I found it necessary to keep these two groups 
separate. The registered nurses unofficially established hierarchy among themselves. 
For instance, when 1 inquired the informants what the working relationship was like . 
working with other qualified nurses, I was often asked to clarify if I was referring to 
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the "senior RNs" or otherwise. The NO grade warranted a distinct account for they 
were different in rank from RNs. However during interview, they often described 
themselves as functioning like "senior RNs". Their nature of work was closely 
« 
related to the day-to-day production of nursing work. This explains why the NOs are 
put at the same level together with other nurses of RN grades in this research. 
Table 3.1 on p. 66 displays the working experience of the RNs, E-RNs and 
NOs. Figures 3.1，3.2 on p.67, and Figure 3.3 on p.68 illustrate the actual work 
distribution of each group of the informants. Table 3.2 on p.66 displays a 
comparison of the actual and ideal distribution of work reported by the three groups 
of nurses. Figure 3.4 on p.68, and Figures 3.5 and 3.6 on p.69 depict the perceived 
magnitude of control between RNs, E-RNs, NOs with other related health care 
workers. 
As disclosed in the interview guide in Appendix 2, the informants were asked 
to describe their work and the perceived magnitude of control by the persons that 
they were closely connected to at work. As explained on pp. 52-53, the informants 
were asked to describe their work responsibilities and involvement. They were asked 
to allocate their time distribution in percentage in each identified area of work, in 
both real and ideal situations. The informants were also requested to name the key 
persons that they were working closely with and then place the figures in varied unit 
distance above and below them to indicate the perceived measure of control at work 
between the informants and other related health care workers. 
There were primarily six areas of nursing work that were identified by the 
informants at this microlevel. The six areas included Patient Care, Student 
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Table 3.1: Years of nursing experience of nurses at microlevel 
Years of nursing experience 
RNs E-RNs NOs 
Mean 1.6 8.2 12.9 
Range 1-2 4-11 11-15 
SD .6 4.1 1.3 
Table 3.2 : Reported actual and ideal distribution of nursing work at microlevel 
(ideal percentages in brackets) 
^ E-RN W 
Patient care 70.6% (65.0%) 48.3% (53.4%) 42.5% (24.2%) 
Student supervision 24.0% (28.0%) 11.7% (15.0%) 5.5% (11.7%) 
Staff development 0% (0%) 10.0% ( 9.2%) 16.5% (27.5%) 
Ward in<harge 4.0% (4.0%) 24.2% (18.3%) 15.8% (10.0%) 
Ward projects 2.0% (3.0%) 5.8% (4.1%) 10.0% (15.8%) 
Ward resource 0% (0%) 0% (0%) 9.7% (10.8%) 
management 
TOTAL 100% (100%) 100% (100%) 100% (100%) 
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Figure 3.1 : Reported actual distribution of RN's work 
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Figure 3.5 : Perceived measure of control between E-RNs and other related 
health care workers 
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Supervision, Staff Development, Ward In-charge, Ward Projects, and Resource 
Management. In the following paragraphs, I shall provide a description of each of 
the identified work categories. I shall then analyse the major factors affecting nurses' 
work at this microlevel, and bring in the perceived magnitude of control as 
appropriate in the discussion. Finally I shall examine the work of these frontline 
nurses in Hong Kong in the light of sociology of work and profession. 
5.2 AREAS OF WORK OF FRONTLINE NURSES AT WARD LEVEL 
3.2.1 Patient care 
Table 3.2 showed that the major component of nursing work of all three groups 
of informants was patient care. Both the RN and E-RN groups reported a similar 
percentage of time allocation to patient care in actual and ideal situations. The NOs 
however would prefer an enormous reduction of this area of work in ideal situation. 
All NOs expressed that they should put less time in patient care. They regarded 
themselves as in supervisory roles, and more time should be dedicated to teaching and 
monitoring of staff and patient care standards. 
When informants at the microlevel, regardless of the rank, were asked to 
elaborate what they meant by patient care, they often said that their main function 
was to act as team leader (TL). A TL normally had 2 team members, 1 nursing 
student and 1 Health Care Assistant (HCA), working with her. The TL took total 
responsibilities of the care delivered to her team of patients. The list of activities 
mentioned by the informants included assessment of patients, reporting change of 
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conditions to doctors, accompanying doctors' round, delegating "right job to right 
people", giving oral and intravenous (IV) medications. The TL would fulfill the 
complex technical tasks such as giving IV drugs, but the main bulk of direct patient 
care was done by students and HCAs. The TLs would just make sure that the jobs 
were fulfilled. The notion that "making sure things were done" was very strong and 
the "checking" activity was very dominant. As one RN described, 
"The TL is responsible for checking charts, checking medications, 
checking laboratory forms whether they are complete .. checking 
drug sheets, observation charts. The TL doesn 't need to take case, 
ifsrudents can 't finish [the procedures], 1 will help them. Checking 
charts really takes a lot of time. When I w^as a student, I also 
wondered ifthey (the TLs) did not want to work, that was why they 
took so long checking the charts. fNow I realize it] can 't be 
avoided; checking previous history, doctors ‘ orders, checking 
reports, drug dosage whether it is appropriate and accurate; 
checking X-ray being put in file, see which specimens not saved, 
checking whether things are done.“ 
Indeed, checking was an important activity for the TLs. When I was working 
as a part-time RN, also as a participant observer, I volunteered to carry out any kind 
of nursing work they requested me to do. One of the favourite invitations by staff, 
particularly at the end of the shift was checking charts, making sure that all the 
observations and procedures were done and names were signed in the appropriate 
boxes of the forms. The focus of checking centred around tasks that needed to be 
accomplished by nurses or their delegates. The tasks were mainly treatments and 
observations ordered by the doctors with some nursing measures prescribed by the 
TLs. The examples of nursing measures included turning, suctioning, and taking 
routine vital signs. Nurses tended to be rather acquiescent to executing the medical 
orders. An example of the extent of compliance of nurses in this aspect of work 
could be illustrated in one of my encounters in the ward. I wrote in my field notes: 
"At about l:OOpm, I asked the staffwhat I could help. One TL said 
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/ could check the charts for her. ... There was a patient with 
routine haemostix reading of 17 mmol [the normal is 4-7 mmolJ. 
77ze blood test was routinely done at lJ:OOam before meal. Since 
there was another lady requiring a 2:00pm check, I asked the student 
ro perform the haemostix test on both patients at the same time. The 
student replied that the 2:00 pm was not orderedfor the patient I 
mentioned. I replied that since it was high, maybe we should check 
/f again. The student said it would be high because it was after 
^eal. I said that was even more necessary to check. Since I was a 
肌—had to yield. When I reported my 'checking，to the TL, her 
response was the same as the student and that non-routine checking 
vw2j not needed. She explained that a morningfasting blood sugar 
had been ordered by the doctor. Since the student had already 
performed the test, the reading w^as noted on the sheet. Later on, I 
fo^d out that the reading was heavily crossed with a blue pen(I 
could vaguely read the writing, it ws 17.4 mmol)". 
In this clinical situation, the haemostix test had not disclosed any change of 
condition of the client before and after meals. Since the reading was already taken, 
the TL could have at least allowed the reading to stay in the record for reference 
instead of having it crossed off. There seemed to be a strong inclination to comply 
with the routine as prescribed. This example could also suggest that the nursing 
activities in the ward were very medical-centred. The doctors would generate the 
work, and the nurse would labour at the medical orders. The work pattern in the 
ward was very much routinized. My clinical encounter, together with the nurses' 
description of their work supported this view. I wrote in the field notes: 
"Everybody knew their assigned tasks. The junior students did the 
observation. The senior students performed the higher technical 
tasks such as suctioning, taking haemostix tests. The TL followed 
the medical round, noted the changes in treatment, and asked the 
students to accomplish the tasks. Since I was not assigned to any 
particular team, I went around and sought where I could offer help. 
/f was ten o 'clock in the morning and the ward was very quiet. The 
7L explained to me, 'The medical round is not finished. There is 
nothing rmch to do，. After the medical round, nurses became busy 
carrying out treatment. Another busyjob was arranging discharge". 
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The informants recognized that one of the main responsibilities of the TLs in 
patient care was to allocate jobs to students and HCAs. The HCA was a new rank 
introduced by the HK Hospital in line with the overall policy of the Hong Kong 
Hospital Authority. The HCAs were introduced to assist qualified nurses to deliver 
"low complexity patient care" (Hospital Authority, 1994a). The work involved by 
the HCAs as observed by me and reported by the informants included feeding 
patients, taking vital signs, bathing, performing personal hygiene, making beds, 
transferring patients and cleaning equipment. The nurses agreed that the HCAs 
helped relieve "non-nursing" duties. An E-RN said in the interview: 
"HCAs help nurses to feed, bath patients. Nurses now have more 
time in planning, managing patient care; more timefor real nursing 
care which is the nursing process - planning, evaluating effectiveness 
of care, planning discharge. HCAs can help to carry out part ofthe 
planned care". 
The emergence of the new rank HCAs highlighted the unique function of the 
qualified nurse to plan care, monitor and evaluate the effects of care. Another E-RN 
has put the role of the nurse very well in this context: 
"We should not differentiate levels of work. I often say to the 
students, for example, they would surround the drug cart taUcing 
without helping the HCA to feed. 1 am afraid the students will 
graduallyform a concept thatfeeding would belong to the HCA and 
they should not be doing it. I think we should differentiate between 
'can do’ and 'should do’; it is not that after we assign tasks to 
people, it is not our job. It is something we should take guard. I 
still hear comments like 'Why not allowing two HCAs to bathe, why 
should students be included?’ We have discussed this. We decided 
that bathing is not such a simple procedure. The elderly patient is 
not moving well. Bathing is more than cleansing. The attitude of 
the workers, dealing with change of condition, and observation are 
all important. HCAs might not do it well. We need to have a 
nursing personnel. .. Another example, the HCAs chart intake and 
output, we still need to observe. For instance, they do not go and 
find out why the patient would eat less; w>e need to follow through 
and observe. All elderly observation is important; it is not we don 't 
trust them.“ 
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Health education, providing counselling and explanation were seen by all 
informants as essential and complementary to total patient care. However when the 
ward was busy, part of this dimension of care had to give way to the accomplishment 
of routine tasks. 
3.2.2 Student supervision 
All of the informants considered student supervision very important both for 
qualified nurses themselves and for the students. One E-RN expressed: 
"If teaching is good, direct patient care can be delegated. The job 
can be allocated [to the students] and I don 't have to attend to it.“ 
A couple of informants mentioned that they still remembered the time when they 
were students, they dared not ask the staff questions. However they wanted the staff 
to monitor them. The majority of the informants felt that student supervision was 
inadequate. A predominant factor was time and when the ward was busy, bedside 
care took priority. When I was working as a pan-time RN on the ward, some staff 
who knew my background in education would ask me to supervise the nursing 
students. I was also inclined to provide educational opportunities to students 
whenever I could. However, my experience working as a part-time RN also 
supported what the informants had disclosed, that the completion of tasks on the ward 
took precedence over clinical teaching. However, all informants would like to 
increase their contribution in student supervision, as shown in Table 3.2 on p.66. 
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3.2.3 Staff development 
Both the E-RNs and NOs were involved in staff development. Referring to 
Table 3.2’ the NO group would choose to vastly increase their effort in this domain 
of work. One NO asserted that this was an aspect of work that could differentiate a 
NO from an E-RN. The E-RNs shared the work in staff development but their 
involvement would be less formalized than the NOs. The E-RNs would provide 
orientation to new staff, functioning as a mentor. The NOs would also act as a 
mentor to staff. However the NOs organized in-service training programs, led staff 
in ward projects and they were engaged in formal developmental review and appraisal 
of staff nurses. The NOs saw themselves having an obligation to maintain and 
monitor care standards in the ward. 
The target of staff development included RNs as well as HCAs. One E-RN 
observed that the demand for staff development was heavier these years. There were 
more new staff replenishing the nurse drainage due to the immigration tide in relation 
to the 1997 factor of Hong Kong. The teaching of the HCAs was another important 
staff development project. The informants remarked that the training of HCAs was 
crucial to maintain quality patient care in the long run. 
3.2.4 Ward in-charge 
The E-RNs spent most time in ward in-charge among all three groups of 
informants. The proportion was even higher than NOs. It was because there was 
only 1-2 NOs on the ward, so very often the E-RNs had to take charge of the ward. 
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Only occasionally would the less experienced RNs be assuming the in-charge 
responsibility. One E-RN recognized that this area of work was where the duty of 
a RN and that of a NO overlapped. Another E-RN informant gave a comprehensive 
description of the role of the ward in-charge: 
"Ward-in-charge responsibilities are to help the team leader to solve 
problems; to help junior staff, to advise them on patient care; to 
control/monitor new cases ofthe changes; to supervise amah, HCA； 
to arrange help; and to take care of everything, including doctors, 
making sure they don 't miss things". 
I observed that the Ward in-charge was mainly a person filling in the gap on the 
ward. Basicly the TLs would have taken care of all the matters in relation to their 
teams. If the TLs were experienced Registered Nurses, the Ward in-charge did not 
have much involvement in the management of patient care. The Ward in-charge 
would help out to administer oral or intravenous medications, especially when some 
of the TLs were Enrolled Nurses, who were not qualified to give intravenous drugs. 
Or they would oversee the teams when the TLs were away for meals. 
Although Table 3.2 shows that the E-RNs ideally would like to reduce their 
workload in ward in*charge, a couple of E-RNs expressed that they found this feature 
of work challenging and satisfying. One E-RN said in the interview: 
"I find more satisfaction in management than patient care. The 
patient load and turn-over now is so great that we can 't implement 
quality care .. feeling very frustrated .. the environmental factor is 
constraining. Ifthe nurse-patient ratio is better, I'll be happier... 
Even when I am a team leader, I feel [the provision of quality] 
patient care is difficult. .. I cannot do it [complete care] all myself-
it's meaningless. However in management, it is less in facing the 
patient; just making sure the operation is smooth. .. • I think I like 
to control the environment. If I can 't control it, I would feel lost. 
Being a team-leader has a similar power [as the ward in-charge], 
but it is the doctor who controls the patient care". 
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It appears that the ward in-charge job provided a sense of achievement for the 
senior nurses. Nurses working at the frontline generally had little control over 
clinical decisions which were mainly medical dominated. Instead, these senior nurse 
obtained control over the smooth operation of the ward in management. 
3.2.5 Ward projects 
The NOs spent most proportion of their time in ward projects as compared to the 
other two groups of frontline nurses. They said ideally this segment of work should 
be increased more. The projects mainly concerned CQI (Continuous Quality 
Improvement), a concept that has been highly promoted by the HA. Examples of 
these projects included Geriatric Assessment, Pre-discharge Planning and Breast-
feeding Promotion. A NO admitted that the initiatives came from the Department in 
order to meet the demand of the HA. She explained: 
"Since the Hospital Authority takes over, the philosophy of patient 
centredness has been emphasized. However, its implementation 
needs to be proven. Figures, whatever is in written form, are 
counted as proof. We do a lot of surveys, involving staff and 
patients. In order to show figures to other people .. w^ need to 
collect various type of data on the same patient; this affects us for 
we don't have extra manpower. .. Some ofthe ideas come from the 
western world, modification is needed to fit our local context.. and 
there are no extra resources to do this". 
It appeared that the advent of the HA had boosted this segment of nursing work. 
The production of numerical proof evolving the theme of quality care was the main 
focus of the endeavour. It was often the Ward Manager (WM) who would give 
directives of the kind of projects that needed to be undertaken. The NOs and other 
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frontline nurses would just follow. One NO remarked: 
"The WM gives me instructions/orders. Most ofthe time we discuss 
first.. She takes the total responsibility |of the wardJ. She needs 
to set objectives, Ifollow. The WM needs to be accountable to those 
above". 
3.2.6 Ward resource management 
The resource management was only included as part of the work by NOs. This 
job component concerned with the maintenance of an adequate manpower, equipment 
supply and bed status for the day-to-day running of the ward. One NO said she 
would only make decisions when the WM was not around. Other NOs also said they 
would report almost "everything" to the WM. They reckoned that the power of the 
WM was predominant. Although they were involved in resource management, the 
WMs had the ultimate power to allocate resources. The power of the WM over the 
NO in the ward resource management could be illustrated by my observation of staff 
allocation on the ward. The WM would do the assignment of staff allocation each 
week. The NO or ward-in^harge of the shift would just operate the ward according 
to the staff given to them on that day. 
3.3 DYNAMICS OF WORK TRANSFORMATION AT MICROLEVEL NURSING 
PRACTICE 
The most critical factor affecting nursing work in this study was the changes 
brought about by the HA. (More information about the HA will be discussed in 
Chapter 6). It affected the division of nursing labour with the introduction of new 
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ranks of personnel at ward level including the HCAs and the WMs. Its emphasis on 
outcome measurement, quality improvement and client-centred services had generated 
a new dimension of nursing work and a mechanism in appraising the workers. In 
addition to the HA factor, the reiterated theme of doctor-nurse relationship and 
medical dominance also occupied an important place in hospital nursing work. 
Informants themselves remarked that although medical dominance was still prevalent, 
the nature of doctor-nurse relationship was changing. Nurses began to recognise their 
prospective professional path in nursing specialization and management. However 
the medical division of labour was still governing the major nursing activities and 
work at the frontline. In the following paragraphs, I shall explore further each of the 
dynamics. 
3.3.1 A new division of nursing labour 
With the advent of the HA, there were two new personnel established. One was 
the HCA who was introduced to assist the delivery of nursing care. The other one 
was the WM, who was created to realize the distinct status of managers in the 
delivery of hospital services. 
The emergence of HCAs and their participation in direct patient care has raised 
the question whether they have changed the role of the qualified nurses. All 
informants unanimously declined that the HCAs have affected the nature of nurses' 
work. One E-RN has provided a good synopsis of the situation: 
"The HCAs are not professionals, they are assistants, important . 
assistants ... [mth in-service training] they are now better prepared 
to take up the job. .. HCAs are doing work not necessarily done by 
RNs. The problem is we were doing a lot ofnon-nursing duties and 
Microlevel 79 
there was still work that needed to be done by nurses. Providing 
urinals to patients, and taking blood from the blood bank M^ere 
previously done by nurses. Now we can do more to i_ement 
holistic care, attending to other aspects of patient care, 
understanding patients more. .. HCAs perform the techniques, but 
they kLck a comprehensive assessment. They can take blood 
pressure, temperature. They know when the patient has afever even; 
but they would not know how to assess the extent ofpain, cyanosis 
during admission or during post-operative care. They do not know 
how to assess, they do not understand the 'why' behind. For 
example the patient is going for Anterior-Posterior Resection 
tomorrow. They do not have knowledge to understand why the 
patient is notfeeling happy. The nurse with the knowledge will try 
to go and taUc to patients and understand more". 
The qualified nurses, as revealed in interview and P0, also participated in direct 
care. They executed the tasks requiring complex technical skills, such as giving 
intravenous injection, or handling patient encounter which demanded profound 
professional knowledge, such as counselling and explanation of health conditions. 
Provision of direct care was only part of the work of qualified nurses. Nurses also 
needed to coordinate with other departments for support services, liaise with doctors 
for medical treatment，deal with family for inquiries, and document care provided and 
the condition of the patients. With the existence of the HCAs, nurses felt that they 
now had a greater responsibility in supervising and monitoring care delivery. One 
E-RN said: 
"The HCAs' knowledge is even less than students, they'll do what I 
tell them. I feel I have more responsibilities, except teaching them, 
/ also have to make sure they are doing the right things. There is 
increased psychological stress on us. .. The HCAs are welcomed but 
there should not be a great number. They cannot replace a staJfor 
student, the ratio of them cannot be high". 
The general opinion was that the HCAs saved nurses' time by taking care of 
some of the basic care and non-nursing duties. Nurses could then do better planning, 
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monitoring, and evaluation. HCAs were seen as subordinates by nurses. Figures 
3.4, 3.5 and 3.6 on pp.68-69 supported this view. In the graphs HCAs were placed 
the lowest by the informants. In other words, all the informants perceived the 
greatest measure of control over the HCAs as compared to other related health care 
• r k e r s . From what was described by the informants and what I observed on the 
wards, although the HCAs helped to execute tasks, the nurses maintained their social 
control over nursing work. For example, the nurse would decide when and how 
often the patient should be mobilized and the HCAs would implement the actual task 
of turning the patients. It was the professional knowledge and judgement of nurses 
that made nurses sustain their autonomy in nursing work. As one RN summarized, 
"The HCAs only do the task, the nurse has to do the analysis. The 
nurse has a higher level to play in this instance.“ 
In practice, the HCAs can carry out routine tasks. When special situations are 
encountered, the professional nurse still has an important part to play in patient care. 
For instance, on one occasion, a patient with the complaint of "chest pain" was 
admitted to the ward where I was working. A HCA took the routine vital signs of 
the patient. The record made on the charts by the HCA did not suggest any 
abnormality. Since I knew the patient had cardiac problem, I made a point to meet 
the patient and took the pulse myself. I noted irregular beats which was not 
recognized by the HCA. The HCA obviouslyjust counted the number ofheart beats 
without recognizing the abnormal rhythm. I then discussed with the TL, and we 
decided to put the patient on continuous cardiac monitoring to detect possible changes 
of the heart condition. This happening illustrates that professional nurses cannot be 
replaced by the HCAs when the professional judgement of nurses is called upon. 
This also explains why the informants did not view HCAs as threats to their 
professional practice, but rather as helpful assistants to their nursing work. 
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WM was another newly established rank that had affected the division of nursing 
labour in the ward.. All the informants at this microlevel, including the NOs, felt 
that the creation of the WM post helped to identify a clear figure-head of the ward. 
The WM occupies the highest position at ward level. When Figures 3.3，3.4 and 3.5 
on pp,68-69 are examined, one can easily draw a linear hierarchial line across the 
different ranks of nursing personnel starting with the WM, and ending with the HCA. 
The nurses have established an evident hierarchy among themselves in the ascending 
order ofHCA, ST(student), RN, E-RN, NO, WM to DOM. Previously, there were 
2-3 NOs in each ward, and the most senior NO would be the NO-in-charge. In terms 
of ranking, these NOs were equal. They were all seen as "head nurses" by staff. 
They took charge of the administrative work, as well as the overall clinical matters 
of the ward. The boundary between clinical and administration responsibilities of 
NOs before the existence of WMs was blurred. Now, all informants said that they 
would refer administrative matters to the WM. This seems to be another measure to 
relieve nurses from "non-nursing" duty. One E-RN said: 
"The job allocation is clear, less repetitive. Previously there is no 
special person for administration, now the WM. Clinical people do 
not need to take care of these fadministrarive matters] e.g. fixing the 
toilet, repairing broken equipment". 
The NOs had now gradually been released from administrative duties by WMs. 
Subsequently the NOs concentrated more on direct patient care. Several E-RNs 
expressed that they felt much closer to the NOs in this regard. However to some of 
the NOs, this change had caused confusion and uncertainty about their work identity. 
One NO wondered if she would be similar to any other RNs without the involvement 
of management work. One NO said: 
"I feel possessing less responsibility, less sense of importance, less 
job satisfaction, lessfreedom, less autonomy". 
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This sense of powerlessness was identified by a number ofNOs. However, there 
were still a few NOs who could still fmd their influence in clinical work. One NO 
maintained: 
"I'm a M>ard in-charge, I'm a leader, a role model I can 
concentrate on the improvement of clinical standard and nursing 
staff development". 
In the health care reform, frontline nursing work is undergoing differentiation 
and it is redefined into distinct categories. These categories encompass basic care, 
professional care and ward management. Subsequently, new division of labour is 
effected to accommodate the different categories ofwork. Two new ranks of nursing 
personnel were established in complementary to the existing frontline qualified 
nurses. They were the HCAs and the WMs. The HCAs functioned as assistants to 
the nurses. They performed basic care such as bathing, feeding, transferring patients, 
cleansing and the like. The WMs were identified as nurses at the mesolevel in this 
study. Their work involvement will be explored in details in Chapter 4. They are 
mentioned here because their existence, like the HCAs, have changed the work nature 
of the frontline nurses. As mentioned above, the clinical and management boundaries 
of nursing work were quite blurred before. Now, the administrative duties are 
primarily re-channelled to the WM, though the NOs and E-RNs might participate in 
the day-tOHiay operation of the ward. As the frontline qualified nurses are relieved 
from the execution of basic care and management duties, they are re-directed to 
perform clinical work that supposedly can best maximize their professional work 
expectations. The professional care encompasses comprehensive assessment of 
patients and evaluation of effectiveness of care. 
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3.3.2 The HA policy 
In the professed HA policy, there was a strong emphasis on client-centred 
services and quality improvement. These claims had increased the workload of 
nurses and generated new dimensions of nursing work. The evidence of achievement 
of these goals were often translated into numerical performance indicators such as bed 
status use, waiting time of patients for treatment, and number of praise or complaint 
letters from patients. There were set target figures to fulfill. For instance there was 
Early Discharge Planning. Subsequently patients' hospitalization stay was shortened， 
and the patient flow in hospital was increased. This seemed to have increased work 
for nurses. One E-RN illuminated: 
"Discharge pUinning recently is to encourage early discharge ... we 
have to arrange other facilities, CRS team, day hospital network to 
transfer patients here and there. Looking at thefigures, previously 
patients could stay in hospital several months for rehabilitation... 
Sometimes from nurses，point of view, it is difficult to discharge 
patients in such condition ... In two days the person will return. In 
afew days, the patient has to be transferred out again. The rolling 
patient appears to be increasing bed status use. .. For frontline 
nurses, there is more work". 
In line with the HA effort to build up an image of quality care provider, nurses 
were involved in different endeavours that were in tune with the philosophy professed 
by HA. This was reflected in the Staff Development Review (SDR) exercise. The 
informants working at the microlevel were requested to provide the researcher with 
a copy of their SDR Objectives Planning Sheet. Thirteen out of the 18 informants 
(72.2%) supplied the information. Table 3.3 on p.86 displays a summary of the key 
objectives set by the informants. The objectives could be classified into 5 categories, 
including Patient-related, Ward-related, Nursing-related, Staff Development and Self 
Development. 
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As reflected in Table 3.3 on the next page, there was a heavy emphasis on 
quality improvement in Patient-related, Ward-related and Nurse-related events. The 
objectives concerning Staff Development were only set by E-RNs and NOs. 
This was congruent with the work responsibilities as identified by the informants 
themselves as discussed above. Another prominent feature ofthe SDR objectives was 
the high concentration on Self Development. Out of a total of the 52 objectives, 
there were 22 (42%) objectives that were addressing the need for developing oneself. 
There was an obvious demand to keep up with one's professional knowledge. A few 
ofthe informants were engaged in formal degree studies. One RN related the HA 
policy with the work expectation in the interview and said: 
''^1 ^ P f ^ .cts us. It requires us to study, work on projects 
/ � the SDR, clear objectives need to be set. It motivates us to 
��� c,in things. Its management, e.g. the establishment 
Z 〒”滅3 ^s think whether nurses only require nursing care 
Maybe HA requires a higher level nurse". 
The HA policy to emphasize outcome management has repercussions 
on nursing work. In order to demonstrate the achievement of the 
outcomes such as quality improvement and cost-effective services, nurses 
were involved in various patient and nurse projects. At the same time, 
they were very keen to develop themselves, to be better equipped for 
their jobs. 
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Table 3.3: Summary of key SDR objectives set by nurses working at microlevel 
Patient-reiated (6) Staff development{9) 
Maintain good relationship with patients. (RN) Produce video, facilitate use of instimuents by 
Safe drug administration. (RN) colleagues and students. (E-RN) 
Participate in CQI patient care - Ensure each staff will have adequate first aid 
Named nurse. (E-RN) knowledge and skills. (E-RN) 
Participate in promoting breast-feeding. (E-RN) Keep book shelf tidy, decrease loss and increase 
Increase patient communication. (NO) rate of loan. (E-RN) 
Promote breastfeeding. (NO) Plan workshop for the operation and nursing of 
respirators. (E-RN) 
Consolidate and implement supervision in the 
clinical practice of student nurses and revisit 
Ward-related(4) in their development. (E-RN) 
Keep ward clean. (RN) Assist in instructing new staff to leam about the 
knprove communication between doctors and operation of nursery. (E-RN) 
nurses. (E-RN) Rewrite "guidelines of students on night duty". 
Assist in promoting quality assurance. (E-RN) help students better adapt. (NO) 
Promotion of CQI. (NO) Clinical teaching; staff teaching. (NO) 
Set up a ward conference system. (NO) 
Nursing-reIated(ll) Self development(22) 
Write nursing diagnosis. (RN) Leara about medial equipment. (RN) 
Write nursing care plan. (RN) Can understand and be familiar with first aid 
Successful team nursing. (RN) procedures. (RN) 
Assist in promoting and participating in primary Be familiar with common and uncommon diseases 
nursing. (RN) in ward. (RN) 
To be more systematic and well-planned in caring Increase knowledge on ECG. (RN) 
for patients, (E-RN) Raise knowledge and interest of paediatrics. (RN) 
Establish assessment tool. (NO) Attending conferences. (RN) 
Nursing diagnosis promotion. (NO) Learn and adapt the staff role. (RN) 
knproving writing nursing report. (NO) Be familiar with ward routine and responsibilities 
Promote 'primary nursing�. (NO) of team leader work. (RN) 
Achieve the aims of primary nursing. (NO) Increase knowledge in the use of instruments in 
Increase nursing quality and standard. (NO) ward. (E-RN) 
To be familiar with the orthopaedic instrument to 
be used in the ward. (E-RN) 
To consolidate first aid knowledge. (E-RN) 
To enhance knowledge and experience in 
orthopaedics. (E-RN) 
Increase knowledge in geriatrics. (E-RN) 
Update on the newest ward news and hospital 
information. (E-RN) 
Increase nursing concept and knowledge. (E-RN) 
Increase knowledge and practice. (E-RN) 
Increase knowledge of management. (E-RN) 
Complete degree course. (E-RN) 
Complete the biochemical course. (E-RN) 
Search for professional knowledge, culture 
management and work skills. (NO) 
Strengthen knowledge of new information. (NO) 
Complete degree smdies. (NO) 
n = l 5 (4RNs, 5E-RNs, 4NOs) “ 
Total number of set goals =52 
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3.3.3 Medical dominance 
In hospital nursing, the medical power was still prominent as revealed in this 
study. Nursing work was organized around medical treatment. A typical description 
of the relationship between doctors and nurses was provided by a RN as follows: 
7 report to them [the doctors] patients，condition. They order treatment for 
us to carry out. If I do not agree with their opinions，I'll ask them again. 
Ifhe doesn,t agree, I'll do it; the right to decide lies with them .. They are 
doctors they are higher than me; I do notfeel less autonomous. I take it for 
granted that they would give instructions. Only ifthe order is detrimental to 
a patient then I would discuss it with them". 
Ifthe nurse felt that the attending doctor was not treating the patient properly, 
and he was not taking nurses' advice, usually the nurse would approach the senior 
doctor. This appeared to happen more often among senior nurses and inexperienced 
doctors. One of such incidents was described by an E-RN: 
"There was a baby who only weighed .5 Kg. A new doctor 
ordered hourly haemostix. The nurse refused to do it. The 
baby 'sfeet were all bruised. We informed the senior doctor and 
the DOM. The senior doctor taUced to the attending doctor who 
eventually did not change the order. The nurse didn't do 
anything ". 
In this case, the nurse did not comply with the doctor's order and the 
attending doctor insisted on his view in handling the patient. This situation was not 
a typical incident illustrating the doctor-nurse relationship. In general, nurses felt that 
they could discuss patients' conditions with doctors, and the doctors would accept 
their opinions. Overall they were enjoying a good working relationship with the 
doctors. One RN elaborated: 
"The doctors would listen more to registered nurses [than to 
students, enrolled nurses]. They listen, but it depends on the 
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person. Doctors know who to listen, e.g. ifthe doctors do not 
listen, we would tell ward NO or WM and they would refer it to 
doctors in meetings. I hope such level needs not be reached. 
They normally would listen to us, it depends on personal 
character". 
It appeared that the more experienced/senior of the nurse, the stronger was 
the notion of nurse-doctor partnership. This observation could be substantiated by 
comparing Figures 3.4, 3.5 and 3.6 on pp.68-69. In Figure 3.6, the NOs placed the 
doctors the same level as themselves. The RNs, as compared to the E-RNs, placed 
the doctors at a higher level. In other words, nurses' perceived measure of control 
by doctors decreased as the nursing experience and rank increased. 
One of the instances that was accounted for as a collaborative effort berween 
nurse and doctor by a NO was: 
"Recently there was a patient with cancer ofthe oesophagus. He 
went to mainland China where his wife and children were. He 
wanted to come back to Hong Kong to get public assistance. But 
later on he returned to China to attempting suicide. A doctor 
previously only gave him dologesic. I felt that the pain control 
w>as not enough. I taUced to the attending doctor directly. He 
was concerned and changed the treatment. I collaborated with 
him in this case. We discussed the patient's condition.“ 
A few informants noted a change of nurse-doctor relationship in these few 
years. The change was partly related to the increased confidence of the nurses 
themselves. One E-RN recounted: 
"In recent years the doctor-nurse relationship is different. 
Previously they gave instructions, now it's negotiable. When I 
was junior, I did not dare to raise opinions; doctors were more 
senior. Now the doctors are younger and there are younger 
nurses. We are of similar age, easier to taUc .. the HA factor is 
not evident". 
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Besides the age factor that enhances communication, education and the 
evolving perception of what kind of a nurse should be nowadays also affected the 
doctor-nurse interaction. An E-RN explained: 
"It is an issue of concept whether nurses should follow doctors in 
ward round. Sometimes we stand around with no particular 
purpose or we just help stripping ojf dressing. If I have time, I 
y^ant to inform the doctor how patients move, eat. Some doctors 
however want the nurse to service them; give themforms, unstrip 
dressings, inform them. Now we are gradually changing them, 
there is shortage of manpower. .. When I was a student, the 
concept was not so strong although I did not think we should 
follow doctors. Nursing now is undergoing professionalization. 
Previously it is like 'mui chai’ (maid), now there is decision 
making .. now nurse training train thinking. When I entered 
nursing there was no nursing process, nursing diagnosis. Now 
nursing education trains nurses to think". 
The HA factor emerged as a significant force in contributing to the dilution 
of medical power. The HA advocacy of client^entred service seemed to have 
attenuated the supreme status of medical authority. One E-RN detailed: 
"I remember very clearly once I was not very happy ... I was 
trying to get somethingfor the patient, and the doctor asked ifhe 
[thepatient] was my relative. Why was I so nice to him? The 
doctor could not accept that the nurse would stand upforthe 
patient ... it was about a request for pain control .. more 
than one person taUced to him without effect .. this happened 
many years ago .. Now things are getting better. For example 
making appointmentfor doctors to interviewfamily, it should be 
doctors ‘ job. Before HA doctors would see the family when he 
was free. Or if they [the doctors] needed to, they would ask the 
family come right away, they would never suit the family 's time 
..Now officially they needed to set a rime； the nurse being the 
middle person was much easier； w>e don 't need to fight for it". 
Although the medical power was still great in deciding the mode of patient 
treatment, the conventional medical dominance was now being challenged with . 
increased confidence of some nurses to strive for an equal partnership with doctors. 
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The HA metaphor of client-centred service also augments nurses' assertion in 
upholding care to safeguard the well-being of patients. My observation in the ward 
reveals that the nurses and doctors were generally working quite harmoniously 
together. However as revealed in the interview and P0 data as disclosed on p.72, 
nurses were rather compliant to medical prescriptions. Nurses' work at the frontline 
was governed by the medical division of labour. 
3.3.4 Development of the profession of nursing in hospitals 
Nurses felt that the direction of the HA was to raise nursing standards and 
professionalism among nurses working in the hospitals. In relation to this, nurses 
identified the urge to engage in studies to lift their qualifications. As one E-RN said: 
"There is now not much choice ... I can 't afford to study courses 
that are not related to work; otherwise people will go in front of 
me: 
When asked about their career plans, the majority of the RNs said that they 
would pursue degree studies. Many of them saw the need to specialise in nursing. 
One RN remarked: 
"The future development of nursing .. nov\^ with more HCAs, 
nurses need to specialise for development". 
In spite of the fact that a number of the informants said they would like to 
maintain clinical contact with patients and advocate nursing specialisation, they 
themselves however envisaged a brighter career prospect in the management stream. 
As one E-RN analysed the prospect of nursing in the three streams of clinical, 
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education and management: 
"I noM> see the opportunity in management is greater because the 
career line is clearer. The specialty is NO fin rank], but 
specialty is specialty, the end is specialty. I cannot see how it 
can go any further. For education，educators now have a 
principal, but like GMN there is only one. In school, how long 
will there be a chance for one to be developed to a Senior 
Nursing Officer or School Principal. Even in the school now, 
teachers are thinking ofthe same problem. In HA, the hierarchy 
of specialty and education is flatter. In management, there are 
more wards, therefore there are more chances". 
Besides an immature career path, another factor that might deter nurses from 
choosing nursing specialty as compared to the management path was the more 
vigorous demand for qualification. (Please refer to Appendix 6 & 7 for job 
specifications of a ward manager and nurse specialist). One E-RN said she was just 
commencing with her degree studies, the promotion to Nurse Specialist would be a 
long way. A NO also disclosed: 
'7 want to progress in management, I 'm studying for a Diploma 
in Nursing Administration. My personal relations are good, I 
like to plan, I like to think, so I want to pursue further in the 
stream of management. And looking at my age, although 
learning is life-long ... I need to study a degree if I want to be 
a nurse specialist [and I cannot afford the timeJ: 
The overall impression as reflected in the interview was that frontline nurses 
found the career development in management path was much more promising than 
the clinical specialty path. The opportunities were more and the qualification demand 
was less in the management stream. 
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3.4 DISCUSSION 
The data collected and analysed so far, in reference to nursing work at 
microlevel. has illuminated an important aspect ofsociology ofwork and profession, 
lt seems that there is a strong nexus between profession and work. Within the 
conventional medical division of labour, nursing work is still subordinate to medical 
powers. In spite of the prevalence of medical dominance in hospital nursing，nursing 
itself is undergoing an evolutionary process of internal differentiation. An auxiliary 
grade is created to fortify the power of nurses over nursing work. As a transforming 
concept of "the nurse" and "nursing" emerges, nursing is undergoing two 
contradictory yet not mutually exclusive process - professionalization and 
proletarianization. The process of professionalization and proletarianization in 
nursing is closely connected to its occupational development. 
3.4.1 The nexus between profession and work 
This study so far has supported the allegation that the conventional approach 
of locating an occupation along a continuum between "profession" as an ideal-type 
at one end and, ,,nonprofession" at the other end (e.g., Carr-saunders, 1955; 
Pavalko, 1971) as inadequate. This trait approach of fitting the attributes of an 
occupation against a set of known characteristics abstracted from "classical" cases of 
professions fails to elucidate the development of an occupation and has neglected its 
historical dimension (Schneller, 1978). Collins (1990) likens history to the process 
of endlessly mixing a salad in which one needs to be aware of the combinations of 
the ingredients (such as bureaucracy, scientific or market-regulating structures) and 
Microlevel 92 
the sequence in which different ingredients are thrown in. The model of "systems 
of professions" proposed by Andrew Abbott can probably provide a more elaborative 
explanation of the dynamics of the occupational development, as represented by this 
case study of nursing work thus far. 
Abbott (1988) explains that chains of effects in the system ofprofessions stan 
in two general ways - by external forces opening or closing areas for jurisdiction and 
by existing or new professions seeking new ground. External forces directly disturb 
the system by opening new task areas for jurisdiction. A new task appears, and a 
profession achieves jurisdiction over it, at the expense of weakening its other 
jurisdictions. The group may strengthen other jurisdiction it already holds, or a 
professional task can disappear. Jurisdiction is specified by Abbott as the link 
between a profession and its work, and is regarded as "the central phenomenon of 
professional life." Abbott (1988，p.20) further argues that "to analyze professional 
development is to analyze how this link is created in work, how it is anchored by 
formal and informal social structure, and how the interplay of jurisdictional links 
between professions determines the history of individual professions themselves". 
In this case study, the major dynamic of change is the HA factor, an authority 
established to introduce market forces to the health care industry in Hong Kong. 
Since nurses are the largest group of employees in the hospital and occupy a 
substantial share of labour costs, the reorganization of nursing labour on hospital 
wards becomes the centre of changes during the process of boosting work 
productivity. In Hong Kong, the nursing work re-organization is intensified by the 
acute shortage of nurses. A clear role delineation between qualified nurses and HCAs 
allows nurses to focus on the professional components of care while the assistants 
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accomplish the low-level elements of tasks. This shift in time and responsibility 
implies a shift in cost (Murphy, Pearlman, Rea & Papazian-Boyce，1994). A similar 
observation is shared by both Brannon (1994a & 1994b) and Diamond (1984). 
Brannon has conducted a case study, in which he worked as a ward clerk, analysing 
the reorganization of nursing work in a hospital in the United States. He concludes 
that "reorganization of the division of labour on hospital wards occurred as the 
political economy of the health care industry shifted to cost containment" (Brannon, 
1994a，p.49). Diamond trained and worked as a nursing assistant in his study in a 
nursing home resolves that "nursing is rapidly becoming part of the world economy" 
(Diamond, 1984, p.8). In this re-defmition of nursing boundaries and labour 
processing, two contradictory yet not mutually exclusive phenomena -
professionalization and proletarianization - occur. 
3.4.2 Professionalization and proletarianization of nursing 
The phenomena of professionalization and proletarianization in nursing have 
been reported by several authors including Coburn (1988), Chua & Clegg (1989) and 
Brannon (1994a, 1994b). The scenario of the labour processing of nursing work 
depicted in HK Hospital is shared by many hospitals in different countries including 
Canada (e.g., Coburn, 1988; Campbell, 1992) United States (e.g., Taft & Stearns, 
1991; Neidlinger, Bartleson, Drews, & Hukari 1992) and United Kingdom (e.g., 
Ranada, 1994). Nursing work is segmentalized so that the routine work and the so-
called "non-nursing" duties can be transferred to care assistants. Since qualified 
nurses were responsible for training and supervising the HCAs as occurred in this . 
study, nurses had the opportunity to define what was essentially "nursing" and what 
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was "HCAs � work . " Hunt & Evans (1994) denote that such a supervisory role 
enhances the accountability of qualified nurses. Abbott (1988) also alleges that 
routinizing work is a way of degrading work which is performed by subordinates. 
In effect, this work split enhances the jurisdiction of the superordinate group, over 
the subordinates. Abbott further suggests that the moving away from direct and 
routine client involvement typically advances professional status of a profession, a 
phenomenon he calls "professional regression." 
In this study, qualified nurses have made strong claims about their 
professional competence in comprehensive patient assessment, accurate monitoring 
and evaluation of the care given. Nurses regarded the HCAs as assistants who were 
freeing them from the execution of routine basic patient care. Nurses claimed that 
they could then concentrate on professional duties. The bulk of care production was 
done by HCAs or students. Qualified nurses in this study functioned as TLs, acting 
as an integrator, coordinator of care. As Tonges (1989) contends that nurses in this 
arrangement are providing nurse-directed rather than nurse-intensive care. There is 
recognition that the functions of a profession are not identical with its activities. 
Rather，in assuming total accountability and responsibility for individual patients, 
nurses build up a new personal rationality of care in nursing practice (Fourcher & 
Howard 1981). 
Caring is a major theme in nursing work. Viewing the re-shaping of nursing 
work from the "caring" perspective, one can argue that nurses care about the patient, 
but do not necessarily care for the patient. Jecker & Self(1991) differentiates "caring 
about" from "caring for" by explaining that in the former situation, a health 
professional makes a cognitive or emotional decision that is crucial to the welfare of 
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the patient which is of great importance. In the latter situation, the health 
professional engages in a deliberate and ongoing activity in response to the patient's 
needs. Nurses in this study served more like a care manager than a direct care-giver. 
They were definitely "caring about" the patient at work, but often delegated the 
component of "caring for" the patient to the HCAs. "Caring for" in a sense, is a 
kind of physical labour. "Caring about" embodies the mental labour of caring. The 
practical tasks are passed on to subordinates, or as Waerness (1984) points out, to 
unpaid female members of the family. Instead of providing direct care, there is a 
tendency of professional caregivers working in the capacity of advisors and 
consultants (Waerness 1984). This situation corresponds with the differentiation of 
"caring for” and "caring about" by Jecker & Self (1991) who argue that caring about 
does not imply caring for. The Ward in-charge or the TL in this study may care 
deeply about her patients without directly engaging in the caring activities. This 
work of qualified nurses is shifting from nurse-intensive to nurse-directed care. This 
notion of work redefined can probably be best represented by the emergence of two 
groups of nurse elites, the Nurse Managers and the Nurse Specialists. These figures 
and their work will be further elaborated in Chapter 4 and 5. 
The discussion so far suggests that market force is a strong impulse to 
proletarianize nursing through delegating deskilled nursing tasks to a cheaper 
workforce. At the same time, the market force is also contributing to the 
professionalization of nursing. However, Rushing (1993) argues that market 
relationship cannot solely explain occupational power. She explored the phenomenon 
of reemergence of Midwifery in North America and submitted that ideology was an 
important factor in her study. Ideology is defined by Rushing (1993，p.47) as "a set 
of beliefs by which a social group makes sense of its environment and which those 
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groups manipulate in order to project images of themselves". In Rushing's case, the 
ideological frameworks of feminism and consumerism were identified as crucial 
mechanisms in bringing midwives back to the American health care scene. The 
uprising of feminism in America challenged the male dominance of medical science, 
and the ideology of consumerism demanded that child birth was a natural life process 
that did not necessarily require the intervention of medicine. The assistance of child 
birth then in Rushing's case was gradually removed from the dominance of physicians 
to the hands of midwives. The advocacy of using midwives was supported by the 
consumer movement which promoted alternatives ways in dealing with child birth. 
It also embodied a shift of perspective, using a feminist approach which was more 
inclined to a holistic health model rather than a disease model in viewing child birth. 
In this study, there is also a strong ideology governing the re-defmition of 
nursing boundaries. It is the ideology of "cost-effectiveness" advocated by HA. It 
has activated the mrra-professional dynamics in nursing. Nursing was deskilled and 
technically proletarianized so that the nursing labour could be executed by lower 
wage workers. These workers, the HCAs in this study, did not have control over 
technical job decisions, nor the process of work. Derber (1983) has termed this 
situation as "technical proletarianization." However the emergence of the HCAs was 
to the advantage of the professionalization of nursing. With the shift of nursing 
paradigm, qualified nurses began to feel pressured to upgrade their qualifications and 
competence to function as mental workers. This tended to enhance the autonomy of 
nurses in clinical decision-making. However the nurses were still losing control over 
the goals and social purposes of the HA, under which their work occurred. For 
instance, as disclosed on p.84, nurses had to participate in the Early Discharge 
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Planning even though they might not agree that some of the patients were ready for 
discharge. However, the HA policy was that certain number of unoccupied beds 
needed to be available for new admissions, ln this regard, nurses had no control over 
the hospital bed utilization ratio as outlined by HA. Derber describes the 
powerlessness to define and dispose the final product of one's work, and the values 
or social policy of the organization which purchases one's labour as "ideological 
proletarianization. ” The phenomenon of "ideological proletarianization" will be 
further explained in Chapter 4. 
Ideology seems to be just one dimension of the dynamics of change. Halpern 
(1992) has examined occupational control and subordination of various coupling 
occupations (e.g., between anaesthesiologist and nurse anaesthesia, pathologist and 
laboratory technologist). He points out that the outcome of jurisdictions of 
professional boundaries is shaped by the levels of involvement in boundary 
settlements with particular neighbours. In other words, the mrer-professional 
dynamics in affirming the status of a particular profession is crucial, ln the case of 
nurses, its closely related occupational group is medical doctors. When the 
relationship of nurses and doctors is discussed, the key issue often arises is medical 
dominance. The current scene of medical dominance will be examined below. 
3.4.3 The changing scene of medical dominance 
The data collected through interview and observation consistently revealed 
that nurses working at frontline tended to facilitate the production of care more than 
to define what the regimen of care was. The production of care was centred around 
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meeting the physicians' medical objectives. Nurses observed the patients closely so 
that they could report to doctors if patients' conditions changed. They executed high-
level skill care, mainly giving medications and intravenous injection. Patterns ofcare 
in this situation was organized according to the exercise of medical technology 
(Owens & Glennerster’ 1990). Also, doctors prioritized nurses' work by specifying 
the orders such as "stat", or "Q1 hour observation until stable". They made 
decisions about admitting and discharging patients, which in a way were directly 
controlling the amount of workload burdened on nurses. The findings in this study 
correspond with a number of studies carried out among nurses in other countries, 
such as Coburn (1993) in Canada, Brannon (1994a，1994b) in the United States and 
Adamson, Kenny & Wilson-Barnett (1995) in Britain and Australia. They all found 
that medical authority was prominent. Doctors had more control than nurses over a 
range of decisions within the domain of patient care management. In Brannon's 
study, he also explored if the status of nurses would have changed from team nursing 
to primary nursing. Primary nursing was believed to professionalize nursing by 
charging nurses with the "total patient care" concept. Throughout the period of 
organizational change from team nursing to primary nursing, no difference was found 
in nurses' autonomy between the two patterns of care organization. Physicians 
continued to dominate the medical division of labour in the hospital. The crux of the 
matter as Levi (1980) declares, maybe that nurses fail to monopolize tasks and claim 
ownership of work in the daily hospital patient care. 
However, like the analysis of nurses and their work，medical dominance 
cannot be viewed as a static phenomenon on its own. Doctors, similar to nurses, are 
also susceptible to external dynamics. The market forces in the health care industry 
begin to attenuate the medical powers, making doctors resemble employees in relation 
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to the employing authority more than ever. Owens (1990) asserts that management 
is only concerned with corporate goals. Professional and individual interest has to 
be subordinated to the general interest. Medical dominance can sometimes hinder 
efficiency and effectiveness of an organization (Coburn, 1993). Nurses in this study 
noticed this change of dynamic was to their advantage. For example, nurses would 
not normally challenge the treatment prescribed by doctors. However, in times of 
value conflict with doctors especially over the issues affecting the welfare ofpatients, 
nurses knew that they would be supported by management to fight against the 
doctors. Nurses at the frontline might not have the bargaining power, but they knew 
they could turn to their senior to resolve problems at the management level. The 
management supported the frontline nurses as patient advocacy became the corporate 
goals of HA. This circumstance of having the state, or the concerned authority, 
involving in enhancing the efforts of other health occupations to escape from medical 
control is identified by Coburn (1993) in his Ontario case study as well. Stein, Watts 
& Howell (1990) in revisiting the doctor-nurse game also recognized that the public 
esteem for doctors were deteriorating. Nurses were gaining respect in their own right 
and the 'nurse-doctor game�that Stein himself proposed 20 years ago is changing. 
The relationship between doctors and nurses is now much improved, negating the 
element of sex role dominance and passivity from the doctor-nurse game. 
In spite of the changing doctor-nurse relationship and nurses，intraprofessional 
effort to professionalize nursing, the frontline hospital nursing work in reality as 
revealed in this study is still governed by the medical division of labour. Sometimes 
they would use the hierarchy above them, the management power, to counteract the 
medical dominance. Frontline nurses in this sense were subject to the control of dual 
authority - medical and management power. This possibly explains why the key 
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informants at the microlevel analysis aspired after the two main streams of career 
development: becoming a nurse specialist or a nurse manager. The next two chapters 
will explore the work of nurses in these capacities. 
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CHAPTER 4 
MESOLEVEL - WORK OF NURSES IN MIDDLE MANAGEMENT 
4,1 INTRODUCTION 
In this chapter, the work of nurses occupying middle management levels will 
be discussed. This group of informants included Ward Managers and Departmental 
Operations Managers. The WMs were the managers of single wards, while the 
DOMs were the managers of single departments. A total of 6 DOMs and 6 WMs, 
associated with the Departments of Orthopaedics, Medicine, Surgery, Paediatrics, 
Obstetrics and Geriatrics, were interviewed. They represented the mesolevel source 
of data of nursing work. 
Table 4.1 depicts the work experience of these nurse managers. Table 4.2 
illustrates the actual and ideal work distribution reported by the informants. Figures 
4.1 and 4.2 display their actual distribution of work. Figures 4.3 and 4.4 reveal the 
perceived measures of control between these managers and the people who were 
working closely with them. 
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Table 4.1; Years of nursing experience of Nurse Managers at mesolevei 
Years of nursing experience 
• WMs DOMs 
Mean 16 22 
Range 14-20 20-30 
SD 2.3 4.5 
Table 4.2: Reported actual and ideal work distribution of Nurse Managers at 
mesolevel (ideal percentage in brackets) 
WM DOM 
Patient care 12.5% (13.0%) 0% (0%) 
Student supervision 1.7% (2.0%) 0% (0%) 
Staff development 12.5% (20.0%) 9.0% (7.5%) 
Operational management 33.3% (24.0%) 24.0% (20.0%) 
Resource management 18.3% (21.0%) 14.0% (15.0%) 
Planning 3.4% (2.0%) 22.0% (27.5%) 
Quality improvement 6.6% (9.0%) 19.0% (21.2%) 
Communication 11.7% (9.0%) 12.0% (8.8%) 
TOTAL 100% (100%) 100% (100%) 
» 
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Figure 4.1 : Reported actual distribution ofWM,s work 
Patient care 
1;<!??¾¾¾^¾¾^ Student supervision 
_ — ™ ^ ^ ^ ^ 
^m— 
^ ^ 彡 ) : : : 彳 : : : : | ^ ^ / Communication 
^ f c i ^ z , , . , , . / , : / , \ : . : : . ; ^ ^ ^ ^ j ^ 
^ ^ ^ ^ ^ m g f ^ 
^ ^ ^ ® ^ B ^ ^ ^ ^ ^ Quality Lnprovement 
Resource Management 
Planning 
Figure 4.2 : Reported actual distribution of DOM's work 
Operational Management 
^<-^cyOOOOOOr>w 
> < ^ 3 Q 0 0 0 0 0 0 0 8 0 0 0 b v Resource Management ^ ^ ^ ^ ^ g 0 0 0 0 0 0 0 0 0 0 0 b ^ 
i ^ ^ ^ ^ 8 § S S § S ^ S k Staff development 
^^^yy< ;^;:;s<v ;^;;>;:;>;:;^ ^ ;^;^ QQQC>^g^^^^^^^ 
^ ? ? ^ ^ ^ ^ ^ ^ ^ _ $ ^ ^ ^ 苹 肆 罕 《 - ^ | 
[ . . : . : : : : : : ^ ^ ^ " ^ ^ • • • � ] 
t<:々:Xy/:zyy:^^^:.y:::.:;:.:;:.:: ‘ :.:;:.:; j 
Planning ^ � : : : : : : : : : : : : : : : : : ^ ^ ^ ^ _ ^ ^ 
^ | | ^ y > y ; ^ ^ ^ ^ ^ ^ S ^ ^ ^ ^ ^ y Communication 
Quality Improvement 
Mesolevel - Managers 104 
Figure 4.3 : Perceived measure of control between WMs and other related 
health care workers 
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Table 4.3; Summary of key SDR objectives set by nurse managers working at mesolevel 
Patient care quality (20) Staff development(12) 
Continue to promote breastfeeding. CWM) Strengthen staff knowledge of equipment use. 
Coordinate health education games. OVM) (WM) 
Promote total patient care. OVM) Train acting IC. fWM) 
Help others to implement quality control. O^M) Consolidate first aid knowledge. (WM) 
Working towards excellence - improve measures Increase nursing knowledge of other staff. (WM) 
on wound care, patient explanation, safe Increase paediatric nursing of new staff. (WM) 
environment, alen medication error, revise Strengthen s taffs pursue of nursing knowledge, 
concussion chart. (WM) (WM) 
Strengthen patient care service - providing Develop nurse specialists and nurse managers, 
adequate information, increasing patient opinion (WM) 
questionnaire response rate, nursing colleagues Staff have equal opportunity to attend continued 
better understand patients' conditions. (WM) education. (WM) 
Increase continuous nursing service. OVM) Enhance HCA's nursing knowledge. (WM) 
Provide better quality service, children and family hnplement staff and training programs. (DOMx2) 
centered. 0 ^ ) Promote staff interest in studying geriatric care. 
Promote Continuous Quality hnprovement. (DOM) 
(DOMx4) 
hnprove quality services. (DOM) 
Promote health education and improve provision of Student learning related (2) 
information to patients and relatives. (DOM) 
Shorten medical new case waiting list. (DOM) Increase clinical teaching. CWM) 
Reduce waiting time in clinic. (DOM) Increase clinical teaching and improve assessment 
Provide continuing care to patients. (DOM) system. (WM) 
Expand renal services. (DOM) 
Expand geriatric service (DOM) 
Increase rate of breastfeeding. (DOM) 
Meet patients’ psychosocial needs. (DOM) Self development(17) 
Complete nursing degree studies year 1. (WM) 
Study Diploma in Nursing Administration Course. 
Nursing related (9) (WM) 
taiprove nursing system. 0 ^ ) Attend seminars related to management and 
Promote "primary nursing". 0 ™ ) clinical. (WM) 
Strengthen nursing documentation. (WM) Maintain professional participation and 
Establish "primary nursing" plan. O^M) development. (WM) 
Enhance nursing quality. (WM) Search for professional knowledge; cultivate 
Coordinate the renewal of nursing procedures. management skills. (WM) 
(WM) Increase nursing knowledge. (WM) 
Reduce nurse workload, better delineate nursing Increase orthopaedics knowledge and clinical 
activities and maximize the use HCAs. teaching experience. (WM) 
(DOMx2) Develop specialty knowledge and management 
Revise ward policies and nursing protocols. knowledge. (WM) 
(DOM) Participate courses held by HA. (WM) 
Increase nursing knowledge. (WM) 
Management-related(7) Acquire skills on effective management. (DOM) 
Maintain ward communication. (WM) Up-date professional & managemem knowledge. 
Establish effective communication channels. (WM) (DOM) 
hnprove equipment maintenance, reduce loss of Increase specialty knowledge. (DOMx2) 
parts. (WM) Increase management knowledge. (DOM) 
Plan the pilot scheme for HCA. (WM) Lmprove professional knowledge (DOM) 
Lmprove management of disaster. (DOM) Panicipate in professional functions. (DOM) 
kaprove storage and retrieval practices of A&E 
records. (DOM) 
To enhance commumcation with community 
agencies and to improve services to geriatric 
community service (DOM) 
n= (6 WMs, 6 L>OMs)““ “ “ 
Total number of set goals =67 
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There were six areas of work that were mentioned by both the WMs and the 
DOMs. The six common areas included Staff Development, Operational 
Management, Resource Management, Planning, Quality improvement and 
Communication. The WMs identified two additional aspects of work: Patient care 
and Student supervision. As in the previous chapter, I shall first provide an account 
of each of the identified work categories. Some of the categories wil l be combined 
in the discussion since some areas of work actually extend to others. I shall then 
continue with an analysis of the major dynamics involved in the work of nurses at 
this mesolevel. Finally I shall examine the work of these mesolevel nurses in the 
light of sociology of work and profession. 
4.2 AREAS OF WORK OF NURSE MANAGERS AT MESOLEVEL 
4.2.1 Patient care 
The WMs，but not the DOMs, had allocated some time to patient care in their 
daily work. Al l of the WMs said that they had to attend to patient care because of 
a shortage of manpower. The nature of patient care they described was very similar 
to what was accounted for by the nurses at microlevel. The work was mainly related 
to accompanying medical rounds, co-ordinating care, or in charge of the ward. Since 
the WMs were experienced nurses (see Table 4.1)，they usually acted as a resource 
person to staff. However they would help out with basic care such as feeding and 
giving medications when the day was very busy. During interview，many of the 
WMs expressed that as managers, they did not want to have heavy engagement in 
nursing care. However in examining Table 4.2 on p.l03, it was revealed that WMs 
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had not chosen to reduce the patient contact in ideal situation. They would like to 
maintain contact service with clinical as one WM said, 
"Ideally I'd like to put more time in clinical work otherwise I'll 
forget especially the policies and procedures . •. HA says WM 
does not need to be nurses; but I come from clinical, [if my 
nursing knowledge is not used in practice] I am afraid I am 
useless;... now when I go around the ward, I dare not challenge 
the ward; I can go and verify but sometimes it's too late.“ 
Another WM explained that the WMs became involved in clinical work 
because they were solely responsible for the ward and they would like to see the ward 
operating smoothly. Since they were nurses by profession, the role transition at work 
became very flexible and convenient. They would put aside paperwork sometimes 
to meet the immediate demands of daily service. 
When I was working on the ward, I observed that the WM would stay around 
the nurses' station and did her paperwork. She participated in direct care when help 
was needed such as relieving staff members during meal times. The common 
activities seen performed by the WM were giving intravenous injection, helping 
feeding and the like. The WM made herself available and accessible to nursing staff 
or the doctors if they needed to consult her about ward management matters. 
4.2.2 Student supervision 
As shown in Figure 4.1 on p.l04, the time allocated for student supervision 
by WMs was minimal. They said they would delegate clinical teaching to other staff. 
» 
Their main involvment was in clinical assessment and supporting a good learning 
enviromnent, rather than day-to-day teaching. As displayed in Table 4.2，the DOMs 
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did not report any engagement in this part of work, nor did they find it necessary in 
ideal situations. 
4.2.3 Staff development 
The WMs and DOMs respectively contributed 12.5% and 9% of their time 
to staff development. The WMs would like to enhance the proportion to 20%, and 
the DOMs would like to reduce slightly their contribution to this area. This might 
be related to the difference of the number of staff that the WMs and DOMs were 
directly responsible for. The WMs were directly responsible for all nursing staff 
including the auxiliary grades such as HCAs in their own wards. This usually 
mounted to a number of 15-20 persons. However the DOMs were only directly 
responsible for the WMs in their own departments. The number obviously was much 
smaller, averaging 2 to 4 WMs to one DOM. The intense interest of the WMs to 
develop their staff, as compared to the DOMs, is also revealed in their SDR 
objectives (please refer to Table 4.3 on p. 106). 
The SDR exercise was most often mentioned as a major aspect of work in 
relation to Staff development. SDR is an armual staff appraisal where staff would be 
assessed for their performance and they would set up goals for the next year to 
achieve. At the time of the research, the HCAs were in the initial stage of 
introduction at HK Hospital. The training and orientation of the HCA personnel was 
subsequently an essential aspect of work of the WMs. Both WMs and DOMs 
mentioned that they engaged themselves in staff counselling，advising staff on career 
development and opportunities for continued education. 
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4.2.4 Operational and Resource management 
The day-to-day operational management occupied the highest proportion of 
time of the WMs and DOMs, and they both would like to decrease this area of work 
ideally. The reported actual and ideal time put in resource management remained at 
similar levels, around 20% for WMs and 15% for DOMs. 
The operational management concerned the day-to-day operation of the ward 
or department in meeting the service demands. This included the maintenance of 
adequate human resources, equipment supply and the shift of patients to provide beds 
to accommodate new admissions. The operational management at the same time 
involved communication and the monitoring of standards of care by the managers. 
Communication between staff was seen as an essential activity for the nurse 
managers, either showing support to frontline nurses or relating messages from the 
policy-making authorities to the operational front. During the management of the 
ward/department, it appeared that the managers were faithful agents of the authority 
in implementing the departmental/hospital policy. A segment of an interview 
quotation with a DOM might help to illuminate this: 
"I have a lot of RNs, hundreds of them •. they seldom contact 
me; I explain new policy to them. Written communication is 
sometimes not so dear, when the issue is important I go and sell, 
information giving and selling ideas .. / was very quick tempered 
when I was young, the effect was not so good; now I learn to 
'hlow wind'. I sell e.g. customer approach to patients ... 
Recently I sell competition. I do not think it is an iron rice bowl. 
We need to impress people in order to maintain competitiveness. 
The way one tcdks is important, the patients cannot feel your 
good intention; but canfeel by the way you taUc.. do not be task 
oriented; remember to be patient-centred, treat the patient as 
individual; view things from his angle .. This is my belief... 
Nursing is a service. I might become mechanical over time. 
When I was young, I wanted to finish things quickly. Now / have 
the say, I am not under someone else's control (when I don't 
need to be accountable to my boss with my completedjob) then 
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I can carry out my o\m belief. Within my capacity, I try tofulfill 
patients，needs, although sometimes it is difficult. Now there is 
a pressure, you have to do it, HA is like that. Of course I also 
sell the concept of competition, ifyou do not compete, the job is 
not secure. They [the staff] need to accept this.“ 
Resource management could be divided into human resource management and 
equipment management in supporting the smooth operation of the ward/depanment. 
Human resource management included staff recruitment, retention, promotion as well 
as taking disciplinary action if necessary. Equipment management entailed the 
purchase of new equipment and maintenance in good condition of that currently in 
use. It was the authority and autonomy to manipulate the budget that granted the 
managers power. A couple of managers had expressed: 
"They [Medical Officers] tcdk to me when they need resources, 
money, and transport. “ fWM) 
"In budget planning, we set priorities. The Senior Medical 
Officers need to come and taUc to me and consult me about the 
budget. “ (DOM) 
The power and ability of the WM and DOM to use resources in a flexible 
way was commended by an E-RN who said, 
"..previously a few NOs will take care of various things in the 
ward, more diffused. Now there is one person [the WM], and she 
has the power to decide and take responsibilities to decide on the 
use ofresources. DOM looks after several wards, similar nature 
wards can share resources; e.g. transfer is easier； manpower 
allocation is easier; change within the same department without 
getting helpfrom outside is possible;... DOM digests information 
and inform us the situation in several medical units; better 
administration ..“ 
It seemed to be clear to both parties that the boundaries of responsibilities of 
the WM belonged to the ward, and the DOM, the department. In other words, the 
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WM would take care of management issues at ward level. If the problem concerned 
departmental level, it would be referred to the DOM. For matters relating to medical 
doctors, the DOM would sometimes intervene, or the DOM would communicate with 
the Chief of Service (COS) of the department to be resolved at departmental level. 
This kind of situation was reflected in an interview with a DOM: 
"When a staff refers an issue to me, it is usually a complaint, 
requiring me to deal with it at departmental level. [For example] 
if a doctor is not behaving, I approach them and try to solve the 
problem. They give me mianzi ['face'J sometimes. If not, we 
need to go to the COS.“ 
4.2.5 Communication 
Both the WMs and DOMs allocated 12% to communication, and would like 
to reduce this aspect of work to 9%. The communication mainly related to 
information distribution within the ward/department, discussing matters across 
different departments. Within the same department, the managers would 
communicate information and resolutions made in committee meetings to frontline 
staff. The middle managers acted as a mediator between the higher management level 
and the grassroot workers. They passed on new policies or guidelines to, and 
collecting opinions or feedback from, the frontline people. Since the DOM only 
visited the ward for brief periods, the communication would be passed on from the 
DOM to the WM and then on to the staff. As I was working as a part-time RN, I 
hardly saw the DOM directly communicating with the staff. She would come to visit 
the ward periodically, but she mainly conversed with the WM, or the ward-in-charge 
of that shift. 
The establishment of the WM was seen as an important factor attributing to 
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effective communication. The WM was taken as a clear figure head of the ward. 
A DOM said, 
"..before it w^as NOs [who were in charge of the ward], and 
there was more than one. The NO-in-charge was just in name 
but they were the same in rank .. now I can taUc to WM, even I 
taUc to NO, I inform the WM as well. There is a clear figure 
head in the ward now. Before I had to take care of many NOs, 
I still attend to the NOs but I can taUc to the WM directly now>". 
A WM also agreed that the WM is an unique figure in the ward and that 
enhanced communication: 
"Previously [I was also a] NO worked with two other NOs. The 
NO-in-charge shared work with other NOs, Now fl have] sole 
responsibilityfor the ward, all personnel matters, teaching etc.". 
The NOs also agreed that the creation of a WM increased efficiency of the 
ward. A NO said: 
"WM .. good to the ward; a person who has a full picture ofthe 
ward.“ 
The managers would represent their ward/departments to attend meetings 
cross units such as Surgical Consultative Committee, Clinical-Education Consultation 
Group and the like. The meetings would discuss issues concerning various disciplines 
from the same or different departments. My observation on the ward revealed that 
the WMs and DOMs seemed to be spending a quite bit of time in attending meetings. 
A few incidents have been cited to reflect that the managers also acted as an 
agent for frontline nurses to defend nursing positions over clinical matters, usually 
against medical doctors. If the initial informal negotiation between the nurse and the 
doctor did not take effect, the issue would be brought up in regular committee 
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meetings. Sometimes special meetings would be set up to address specific issues. 
In both situations, the manager was trying to formalize the communication between 
doctors and nurses and brought the issue to people concerned in an official fonim. 
One example of such situation was revealed by an E-RN: 
"There vvoy a doctor seeing a case w^ho w>as in very poor 
condition. The RN on duty had helped to call the senior doctor 
because previously the COS had made it clear that ifthe patient 's 
condition was not so good, the nurse should help to call the 
senior doctor as soon as possible. The senior doctor was not so 
happy for us to do it. He insisted that the attending doctor 
himself should call him. .. Another nurse explained that the 
attending doctor needed help in calculating insulin dosage [the 
patient was a paediatric patient]. In the mean time’ the 
haemostix of the patient kept going up, and the patient was 
vomiting coffee ground substance. The RN suggested transferring 
the patient to ICU for close observation. The doctor on duty 
supported the idea, but the senior doctor said it wa5 not 
necessary although he never showed up that evening. .. The next 
day, the WM was informed about the happening, and the WM 
taiked to the consultant.. Later on, the senior doctor approached 
the WM and requested a confrontation with the nurse attending 
the patient the evening before .. There was obviously a different 
interpretation of the policy in dealing with patients requiring 
further attention .. it is now arranged that next Monday the 
senior doctor, the consultant, the RN and the WM would sit 
together and discuss the event around that evening .. In this case 
the WM is acting as a middle person to establish clear 
communication between the RN and doctor .. and eventually to 
clarify policy • • I think she [the WM] is representing nurses.“ 
One DOM also said: 
"Ifsome [nurse] colleagues do not agree with the senior doctors, 
they '11 forward the problem to me, it is like problem solving .. 
I'll taUi to WM to understand the real situation; ifmost nurses do 
not agree with the senior doctor, then I'll go to COS, or if 
necessary, present the case in meetings to seekfor solutions.“ 
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4.2.6 Planning and Quality improvement 
The DOMs spent most of their time in the areas of planning and quality 
improvement，and they would like to increase more of their time in these aspects. 
Comparatively, the WMs spent much less time here, and would like to reduce work 
in planning, but increase their time in quality improvement. Planning usually 
involved preparing the budgets and proposing quality projects. One DOM 
summarized this aspect of work as follows: 
"[my work included planning] .. planning for change, mainly 
quality improvement, manpower, budgeting, resource allocation, 
operation policy, to lead the direction of the department.“ 
The departmental budgeting was mainly done by the DOMs. The WMs 
would assist and provide opinion in human as well as equipment resource needs in 
their individual wards. The DOMs would then take an overview planning of the 
entire department. This might explain why the WMs would suggest reducing their 
time in planning because they were not directly responsible for the resource allocation 
of the department. The other aspects of planning involved the possible extension of 
scope of service and quality improvement of existing programs. The contemplation 
of the annual plan was recorded in the Business Plan of each unit. The Business Plan 
reflected the course of the department, in the light of the HA direction. One DOM 
reflected: 
"We need to do a business plan. We are informed about the 
priority service in HA; we then include this in our plan taking 
account of the priority. When our plan is screened in 
headquarters, the chance of granting will be higher if we are in 
line with the HA .. ifit is within [the HA 's] priority, it would be 
supported.. I acknowledge that the chance of influencing HA is 
slim, .. but possible, .. there is chance for me to reflect trcy 
opinions through committees .. for HA 's way we need to sell; we 
see the major trend, and we develop new services according to 
that. We also can sell our new things; we have good ideas, we 
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shoMf the effects of new service then we can sell, just like how 
they are selling things to us, then we can influence them.“ 
It seemed that the direction of the business plan was best conceived according 
to the main direction of the HA. The DOM expressed that there was chance to 
influence the HA through committee meetings, but the result was not so optimistic. 
They needed to demonstrate results, then again adopting the same market orientation, 
to "sell" the ideas back to the HA. The directives from the HA Head Office had to 
be taken seriously. This had strong implications for attaining resources. One DOM 
said: 
"HA Head Office provides us with its direction .. business plan, 
targets .. e.g. SDR; promotion of unit dose, patient charter;.. 
the human resources are not meeting the standard but we need to 
try^ “ 
Meeting standards, maintaining quality was a recurrent theme mentioned in 
the interview，as a separate topic，or when the planning aspect of work was 
mentioned. The prominence of this area of concern is also reflected in the SDR 
objectives set by the informants as shown in Table 4.3 on p.l06, under the heading 
Patient care quality. One example of raising quality of care through planning was 
well versed by a DOM: 
"/7 have] other new ideas, in paediatrics, w^ promote children 's 
right. fWe now have] 24-hour visiting hours, mothers can stay 
with children. Wefeel proud; now we dare to post the children 's 
right poster in the ward .. [we are] now> formulating low birth 
rate support group. This idea has been cultivatedfor two years; 
the source of it mainly came from the literature. fWe are] 
learning how to help the pre-mature babies; not only us; but the 
empathy from experienced [mothers]. We just held a party over 
Christmas. The response was very good. The mothers cherished 
very much their babies whose birth weight was below 1.5Kg ... 
It is a great change to our concept. We used to think we should 
leave those babies alone. They might be mentally retarded, 
blind. But now mothers brought back the babies. They are 
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healthy, so it changes our value, and ethical judgement. This 
encourages our colleagues, so rewarding .. the relationship 
changesfrom nurse-patient to friends. There is volunteer work 
offered from a couple of parents. We sent questionnaires to 
solicit response. We thought the people [in this region] were 
lowly educated. We wondered ifthey would respond. Only when 
we test do wefind that people are very enthusiastic in sharing 
wzf/2 others. The empathy is a very powerful support; I sit in all 
the meetings; I look for resources for them; I support them.“ 
The same DOM admitted that her work position granted her autonomy and 
power in launching new projects. She cited another example of which she was a 
Promotion Officer of the Breast-feeding Program，and she said: 
'7 thought about the breast-feeding (BF) promotion group in 
/995 .. Previously the rate was 10%； in the department I urge 
the establishment of a team. Early in 91 w>e established a 
committee. At first it was a few nurses, we didn't think of 
including doctors. The aim [of the BF promotion group] is to 
push up BF rate. The COS wants to promote this. She attends 
wzr/z other obstetrics doctors, then community nurses, nurse tutor, 
dietician came and joined the meeting. It is a multi-disciplinary 
committee ... Last year the highest rate was over 50%. Wefelt 
proud that other hospitals came to taUc to us. We sent the NOs 
to other hospitals to taUc to them. We have to coordinate and 
involve all people concerned e.g. in Matemity OPD education, 
BF class; antenatal education. We need to answer queries about 
labour strategies, arrange early BF, provide 1/2 hourly BF try 
according to the WHO code, postnatal supervision and support, 
follow up in nurseries, and premature babies, help mother to 
pump miUc, Almost 100% ofour staffhave tried BF and succeed 
in it. Even when they work I give them time to pump miUc .. I 
am the engineer of the program, I initiate the program. I work 
^th them，I support, I let them work on their own ... obviously 
this position fDOM] gives me convenience; when I was a NO, I 
raised this P)ut to no avail], but when I am in power, within tw/o 
months, I implemented the program". 
The focus of these quality improvement programs was clearly identified by 
the informants as the patients. One DOM elaborated: 
"Patients are the target ofmy service. The quality ofservice they 
received affects my departmental operation e.g. patientfeedback 
reflects the quality of care .. I am a nurse no matter what my 
rank is, the care is always there .. [1 gather patient�s information 
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through]three w^ays： direct observation, day-to-day dialogue, and 
questionnaire feedback.“ 
As the hospitals valued more the feedback from the patients, the general 
demands of the patients are at the same time getting higher as one DOM explained: 
"..the discharge education information need is much higher; I 
think the general education is higher among patients; not because 
of the Patient's Charter. This occurs within these eight, ten 
years. The media pass more information to them; and there is 
comparison. HA offers a number ofnew services, e.g. they [the 
patients] would ask for patient resource centre; they demand for 
the application ofsocial welfare; and we demand ourselves to be 
more systematic in evaluating services, e.g. surveying patient 
satisfaction, collecting narrative comments, and conducting 
audits.“ 
The professional background of the managers apparently influenced the 
orientation of their work more inclined towards the nursing side. One WM said, 
"I maintain patient standards.. mainly dealing with nursing, but 
medical as well .. relating to medical standards, I don ’t need to 
worry before .. medicine is not my profession .. if relating to 
patients, I would communicate to the medical senior.“ 
During the endeavour to maintain standards, the Central Nursing Division 
(CND), which is headed by the General Manager (Nursing) (GMN) was often 
mentioned as a partner. The DOMs collaborated with the CND to carry out different 
nursing projects. 
« 
Mesolevel - Nurse Specialists 118 
4,3 DYNAMICS INVOLVED IN THE WORK OF NURSES AT THE 
MESOLEVEL 
4.3.1 A clear establishment of the status of nurse managers 
Both the WMs and DOMs perceived their work as demanding. The less 
positive descriptors such as "stressful", "frustrated", "overworked" and the positive 
descriptors including "status", "increased responsibility", "challenging", "greater 
sense of freedom", "increased job satisfaction", "enhanced authority and autonomy" 
repeatedly came up in the interview. However the managers accepted the less 
positive features were part and partial of the total experience which overall was 
affirmative. For instance, "stressful" often came from "increasedjob responsibility" 
which might bring forth "freedom, authority, autonomy" and "respect." Below are 
a few citations from the informants in depicting these aspects of their work: 
"prhere is] increased respect; increased job satisfaction _ more 
knowledge about the ward; gain better understanding ofbroader 
structure. “ 0 ^ ) 
"I have increased job satisfaction .. distinct identity in 
association with the ward. I gain respect .. [feel� more 
challenging. / initiate, implement, follow up effects in new 
projects e.g. in quality improvement. Previously I didn't know 
whether it worked, now it is within my responsibility .. 
materializing ideals, doing better. “ fWM) 
"...greaterfreedom in decision making .. autonomy in decision 
making, and recruitment.. increased direct communication with 
other departments (previously it was through the GMN then the 
Senior Nursing Officers) .. flexibility in using resources and 
recruitment; the decision making power lies in me .. increased 
job satisfaction because the decision is made by me, [this is 
increased] in ratio with frustration. “ QDOM) 
“Ifeel an enhanced sense ofincreased responsibilities, expanded 
exposure, feeling of importance. There is a large team under my 
management. I am being empowered (before it was merely . 
nursing, now it is everybody). For instance, about medical 
dominance, I'm now close to COS, the SMO used to think very 
big of themselves, now they have to be polite to me and ask me 
about my opinions. There is increased co-ordination, better 
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understanding of others, higher chance of participation and 
available contact with higher levels. I am visible [among 
colleagues]. There is a sense of achievement with increased 
stress at the same time. I can utilize my [democratic] leadership 
style. I am starting new services, and it is rewarding. I choose 
the WM; I can share my burden with them, of course it depends 
on the quality of WM. I strive to learn; feel needed by the job. 
I have a sense of satisfaction; I select, interview, recruit, and 
develop the person. I make direct observation of results .. We 
have cohesiveness among DOMs for w^ face the same task and 
objective. “ (DOM) 
The motivation ofthe WMs and DOMs appeared to be quite high. There was 
a strong sense of belongingness and ownership of their respective ward or 
departments. A couple of WMs described themselves as the "soul" of the ward. One 
WM said: 
"The WM is the soul of the ward .. whether the unit is good or 
bad, it belongs to the WM .. reflecting the capability of WM.“ 
The order and development of the ward situation reflected how well the ward 
was managed. One WM agreed that the development of the ward would rely quite 
heavily on the personal attributes of the WM. She said: 
“..depends on the person (WM), the development of the ward 
will depend on how much the person is mlling to do. It also 
depends on the interpersonal skills of the person, depends on 
individual; one's time commitment, one's ability to endure stress 
and one's maturity. The WM needs to be progressive, she is the 
captain of the ship. This post is good for creative persons; 
freedom to perform. Self-equipment is needed •. the WM needs 
to be very experienced, to deal with different people, good 
interpersonal skills. fThere is a need for] .. clear figure of 
leadership; clear responsibility ofthe ward; very much depend on 
the person to have clear communication with other units.“ 
Like the WMs, the DOMs also expressed a similar sense of ownership and 
responsibility ofthe units under their management as reflected in the following quote: 
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7 have great responsibilities. Everything in the department 
concerns you fl)ut it is not so negative, relative to authority)... 
great stress - maybe I am too responsible; stable but long hours. 
With the increased salary, Ifeel that I have to perform more -
stressful but also motivating.“ 
« 
A clear establishment of a management grade，the WM at the ward level 
affected the status previously enjoyed by the NOs. A similar role conflict of the N0-
WM has not occurred at the DOM level, because the previous shadow position of the 
DOM was the Senior Nursing Officers (SNO). The SNOs have now all been 
transformed to DOMs or removed from the clinical area. However for the NOs, 
there were two to three of them in each ward and now there was a level created 
above them. The NOs remained in the same position, and felt that the WM took 
away all the management function from them leaving them functioning like "senior 
RNs" as they themselves described. Comparison has recurrently been made between 
the WM and the previous NOs in the interview. One DOM reflected: 
"There are a lot of grey areas between NO and WM. There are 
some negative effects upon NO. The NOs are relieved from some 
of the work they were previously involved in. These work 
responsibilities are now given to the WM. Now the 
implementation [ofward operation] is very dependent on the WM. 
If the WM cannot handle [the ward situation], the effect will be 
detrimental.“ 
The WMs observed that the NOs tend to retreat from the management 
responsibilities. The WMs claimed that the NOs should be taking a leadership role 
in clinical work，but that responsibility was a task delegated by the WM. However, 
the ultimate responsibility, clinical or administrative, seemed to lie within the WM. 
This was expected by the WM and practised by the NO as described below by a 
WM: 
•，.. especially related to clinical service I involve her (ihe NO). 
She hardly had any paper work. I delegate in-service courses to 
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her .. she is below me. Her responsibilities are fewer; she 
doesn'tfeel the ward is hers. But for me everything is directed 
to me; she might not take things but refers back the decision 
making to me .. administration I do; clinical it is hers; other staff 
should not regard her as too low; she is a leader; co-ordinator 
of in-service training; .. she reports to me; she is below me; but 
I can 't do all things; she is more on clinical side, e.g. accident 
management, peer review; I'll see her acting as a leader to guide 
other people". 
One WM attributed this shift of total responsibility of the WM to the pay 
difference: 
"The creation of WM is good, but it creates conflict with NO, 
because WM is seen as higher paid, and therefore the WM should 
一 take the responsibilities. ... some NOs with similar seniorityfelt 
that it was your fWM) job, the NOs give up andfeel lost. They 
feel disregarded by others, losing power. The conflict between 
NO and WM increases，especially when the WM allowance is 
increased from 16.5% to 22%.“ 
The WMs and DOMs were placed on a management pay scale, a different 
scale from the NOs and other clinical staff. The management scale has greater 
allowance and more pay increment points. (Please refer to Appendices 4-8 for 
details.) This pay difference seems to have augmented the conflicts between WMs 
and NOs and it highlighted the orientation ofthe HA in establishing a clear leadership 
figure of the manager. With the creation of the WM post, the management function 
of the NO became redundant. The NO turned into an assistant of the WM, 
concentrating on staff development and maintaining the day-to-day clinical work in 
proper order. 
As shown in Figures 4.3 and 4.4 on p.l05, there was a clear hierarchy 
established among nurses themselves. This hierarchy is comparable with the one 
revealed in Figures 3.4, 3.5 and 3.6 of Chapter 3 on pp.68^9. The DOMs were 
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identified as highest in authority with the HCAs at the bottom, with WMs, NOs, RNs 
and Student Nurses placed in between in descending order. The order of ranking 
seemed to be quite effective in terms of establishing a relatively harmonious working 
relationship among nurses of different ranks. The WM was seen as the figure head 
of the ward, and other nurses of lower rank would turn to her for all matters, clinical 
or administrative, concerning the ward. This happened the same with the DOM who 
would attend to business relating to departmental level, and the WM and her 
subordinates perceived the DOM having the highest measure of control over them. 
In the interview, informants might have expressed their disagreement as how things 
were being handled by their colleagues ai a senior or junior position. However this 
discrepancy of viewpoints was expressed in a subtle way, and it had not developed 
into evident conflicts that required extraordinary means of intervention. The distinct 
nursing hierarchy might explain why there was little interpersonal conflicts revealed 
in the interview and observation data. The nurse managers, including the WMs and 
DOMs, are enjoying the highest statuses within the nursing group. 
4.3.2 The nurse as a manager 
When the WMs and DOMs were asked whether nurses were good choices to 
be managers, most of the responses were positive. They said it was to the advantage 
for the HA to employ nurses in positions to manage nurses, and manage nursing. 
A few of the informants did not decline that the management positions that nurses 
were occupying could possibly be taken over by general managers. However, the 
• 
general response was that "it was not so good." For nurses themselves, the 
management path provided promotion aspects. 
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Having nurses managing nursing, some argued, was desirable for nurses 
could decide on the standards of care and monitor its effects. After all, nursing 
service was a main part of patient service. The view was sustained by some of the 
quotes below: 
"A non-nurse can be the DOM, but practically it is not so good. 
The DOM monitors areas very much related to nursing. Ifthere 
is no same language, it is difficult to manage. If the person is 
not a nurse, practically there is hindrance. On paper it is 
possible, but the monitoring is difficult, how can you tell the 
standard. One of the functions of the DOM is to set policy 
including setting standards and quality. The leader needs to be 
knowledgeable; HA chooses nurse to be a DOM. That is a good 
choice. “ (DOM) 
"The DOM ought to be a nurse. Nursing service is a main part 
of patient service. The nurse understands the needs. We are 
professionally trained to evaluate the effectiveness of care.“ 
(DOM) 
Another argument for engaging a nurse in the management position was the 
large number of nurses involved in the labour force. The nurse manager said that 
they could then effectively supervise nurses. Having nurses managing nurses could 
facilitate patient services as explained by two of the DOMs below: 
"The largest group in service is nurses; the co-ordination by the 
nurse helps the service. If the DOM does not look after nursing 
care, a nurse is not needed.“ 
"It is a good establishment.. the WM manages a ward ifthey are 
good then it'sfine, who will monitor their [the WMs'J work. If 
there is no DOM, it'll be the COS or GMN, but the COS has 
many departments, and they look after the clinical, and the GMN 
looks after nursing. The DOM can strike the balance. We not 
only look after nursing, but clinical management, .. For 
monitoring, advice, and improvement, the DOM can coordinate 
in-between .. the employment of a nurse in the position is 
necessary. The doctor's treatment time is very brief; most ofthe 
time, it is the nurses who will affect the nursing effectiveness. 
There will be real difficulties ifthe DOM is not a nurse .. and in ‘ 
the ward, the staff need a manager who understands them, help 
them to gain support.“ 
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The managers defended that being inside the management system, they were 
actually looking after the interests of the nursing profession. They did not think they 
were "leaving" nursing，although they might be departing from the "clinical stream." 
In fact, the nurse managers maintained a strong interest in clinical development. 
When Table 4.3 on p.l06 is examined again, under the category of "Self 
Development", it can be noted that the managers maintained a strong aspiration to 
update their clinical knowledge as much as the management competence. The nurse 
managers further argued that they could exert their "nursing authority" in the system, 
influencing the system. One DOM explained: 
"For the nursing profession，it is good because there is an 
authority to monitor jJor nurses]; if controlled by others, nurses 
will lose status". 
This view seemed to be shared by some frontline nurses. They agreed that 
nurses managing nursing and nurses was facilitative to communication and the 
managers would be more empathetic to their needs: 
"From the management point of view, she (the WM) does not 
need to be a nurse. But if she is not in the field, the 
communication would be difficult. She might have the capability, 
but the effect is not as good ifshe is not a nurse. Ifshe is not a 
nurse, contacts with other people can be more 'higher powered'. 
But the people in the ward are mainly nurses, the number is 
great’ the communication with this group is not good if the WM 
is not a nurse. I can accept that she is not a nurse, but in terms 
of cost-effectiveness, it is better to be a nurse. "(E-RN) 
"Yes, a nurse is needed for WM; probably not for DOM. Of 
course the nursing background of the DOM would help . • the 
DOM is mainly on administration, she does not understand 
clinical situation. •. the WM is always in clinical, she needs to 
understand the daily operation of the ward. •. I am a nurse, if 
I tell her the problem, she will understand better. “ (NO) 
A couple ofWMs agreed with the above quote from an E-RN that the choice 
of a nurse in the management positions was "value for money''. According to chese 
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informants, nurses were responsible people and they were generalists, knowing about 
everything. The easy role transition from clinical to management was found to be 
particularly useful when the ward was busy. The nurse manager not only managed 
care, but at times, helped to provide care. The following tv/o WMs stated: 
"The choice ofnurses to be WMs is valuefor money. Nurses are 
responsible people. Nurses know everything but not in depth. 
Nurses are durable. Nurses take patients' matter as one's own 
matters. Peoplefrom other departments willfocus on one's own 
task but nurses with experience and knowledge will be more 
comprehensive in both the humanistic and technological aspects". 
"It is a sensible choice ofthe HA. HA exploits the maximum of 
[the nurseJ. The ward is complex. Using the nurse who will 
know everything and takes up [the job�. The nurse has been 
jack-of-all-trades. Nurses [managers] can be easily reversed to 
clinical. When clinical is short [ofhuman resource], the WM will 
help in clinical. There is flexibility in role transition; and other 
things the nurse will still do them because you are solely 
responsible.“ 
The concept of "value for money" seemed to be a manoeuvre capitalizing on 
the unique commonality of nursing and management, that is, caring and managing. 
A WM pointed out that: 
"Nurses ‘ training inherently prepared nurses to manage a group". 
Another DOM drew the analogy between being a manager and a mother who 
cared: 
"The DOM is just like a mother .. care of patients (like the 
elderly at home), respect them; care of children; financial 
control; inter-personal relations, liaise with brothers and sisters, 
other departments .. [the nurse manager] is a mother but with 
professional input; well-educated mother； discipline and 
fostering, hoping the children will grow .. e.g. a staff comes to 
tcdk to you about study opportunities; come around and askfor 
information.“ 
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Another DOM also agreed that a nurse was good at taking charge of 
housekeeping matters. As the manager with nursing background would understand 
the need offrontline people, the planning could be more realistic. The DOM asserted 
that the one with a nursing and a management background would best fit the job in 
managing a unit: 
"Nurses know everything. We understand details of the 
machinery .. we can ensure our planning is feasible in the 
frontline. Nurses are suitable for domestic in-charge, taking 
charging of home .. DOM should major in future development, 
and there is guaranteefor workfeasibility when it is planned by 
the nurse. This person needs to be a manager with nursing 
background. And the person cannot just be a nurse, but a nurse 
and a manager. For example a new university graduate with 
management degree .. he does not know the triage system. He 
does not know how to develop this new> endeavour； he cannot 
plan something that isfeasible. The clinical operation element 
is important to the manager; she should be knowledgeable about 
the clinical operation.“ 
Having nurses in unit management positions was seen as a best fit of the 
concept of "value for money" for HA. It was regarded as a good career development 
to suit the educational background of nurses. One WM detailed: 
"fThe post of] WM provides chance .. shift duty is a problemfor 
nurses .. Professionally I like to care for many things and this 
suits me and being respected in representing a department .. 
Now nursing training is adopting the apprenticeship system .. 
Promotion is limited for most senior RNs; unless they have 
immense knowledge to be [nurse] consultants. These posts [nurse 
managers] provide promotional aspects to nurses. One can also 
develop oneself, not being restricted to nursing, but also in 
management. Nurses ’ training intrinsically manage a group. I 
choose WM rather than DOM for I still have contacts with 
clinical.“ 
When nurses were engaged in management positions, they appeared to be 
quite committed to defend ihe system. They might feel frustrated themselves, but 
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they regarded themselves as responsible for pacifying the frontline workers as 
managers. This could be reflected from the two quotes below, first from a DOM, 
then from a WM: 
"There is increased frustration because the decision lies within 
me .. but once you take over management, you have to distil the 
information to he despatched to frontline. You understand that 
some constraints [the informant was taUcing about manpower 
shortage] cannot be changed, but the frontline wants to get it. 
They need to be reassured. The management needs to take the 
responsibilities and reassure them. Now I am in the 
management, I need to ensure smooth operation. “ (DOM) 
"I am responsible for the introduction of HCA. I need to 
persuade the nurses, and the assistants. I act as a change agent. 
The colleagues are resistant, but not too greatly. I need to 
promote the project - involving work in education, planning, 
formulating job description .. The whole project tests my 
negotiation skills to support the successful introduction of the 
HCA scheme, yet things are not within my control I am doing 
things from nothing to something. It tests all my skills in 
promotion of change, planning, implementation, negotiation, 
compromising, liaising, asserting • requires demonstration ofall 
of my skills. In another job you can ask others to help, but this 
project is very much the WM job -1 am the engineer ofthe new 
HCA structure".譯） 
It can be noted from the above two quotes that both the WM and DOM acted 
as agents of the policy-makers to maintain smooth operation of the system, and to 
promote change in the machinery. However they could not control the resources nor 
the social meaning of the endeavour. Nurse managers found it necessary and willing 
to take up the defendant role for the system. The acquiescence of the nurse managers 
to organizational values seemed to be quite high. When there was conflict between 
professional values and bureaucratic values, the bureaucratic values would dominate. 
« 
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4.3.3 The attenuation of medical power by management forces 
Having the Chief of Service (COS) as equivalent to the Head of Department, 
informants found that the COS had the highest authority. This view could be 
substantiated in the figures depicting the measure of control at work perceived by the 
informants. Figures 4.3 & 4.4 on p. 105 show that the COS was regarded the highest 
in position above the informants. All the COSs were medical doctors. The managers 
expressed that there was a risk of increased medical dominance as compared to the 
previous administration structure, when they were then under the Chief Nursing 
Officer (CNO) (a former position equivalent to the existing GMN). A WM expressed 
that the change of structure has submitted nursing from being a relatively autonomous 
group to the administrative system: 
"..structure wise great influence on nursing .. Previously the 
Nursing Officer I was below the CNO and we [the nurses] were 
independent. Now we are subsumed under a large system ... if 
we can reach top _ still] we are always under [the Hospital 
Chief Executive who is also a doctor]" 
The DOMs who are working closely with the COSs also experienced the 
danger of medical dominance and said, 
"Previously I did not need to report to them [the doctors]. We 
can take the nursing initiative as appropriate. Now we need their 
approval; in a democratic sense it is negotiation. As it is now, 
I feel it is approval, although the process may be negotiable. 
The [nursing] autonomy is aJfected by the COS. We are managed 
by doctors, not our own profession. If the COS is very 
dominating, irrespective of the nursing standard, we might need 
to follow. It depends on the person; the power is centred on the 
COS". 
A WM observed that the DOM was acting like an assistant to the COS. She 
described: 
Mesolevel - Nurse Specialists 129 
"Some COSs care less about the DOM. [The DOM] is like a 
secretary. The COS is not used to caring about details; nurses 
are used to caring about details, like a steward. Nurses like to 
do things in the best way, the DOM therefore acts like a 
secretary, issuing minutes, doing all the co-ordination .. How>ever 
there is change since two years ago [when the DOM and COS 
posts were first established]. Initially the phenomenon was very 
obvious; now the COS will consult us. For example recently in 
a management meeting he asked us if things helped. The DOM 
is more parallel with COS now but still I feel the DOM is helping 
the COS.“ 
The relationship of the DOM and COS described by the WM resembled that 
of the doctor and nurse in the frontline work. The COS (doctor) was the one who 
made administrative (clinical) decision, and the DOM (nurse) was the one who 
assisted in a subordinate role. However the nature of the relationship between the 
DOM and COS differed somewhat as the two parties were standing on the same side 
of the fence as management partners. The WM and DOM seemed to have exercised 
this "partnership" with the COS most when they had to deal with the frontline 
doctors. The following quote from a WM illuminates this "partnership" situation: 
"Medical dominance is not greatfor DOM and myselfas we are 
less compromising. The medical staff in our unit is more open. 
The Medical Officer(MO) sometimes are not willing to comply, 
e.g. using restraints - we wonder if it should be a medical 
prescription, [or should it be a nursing decision]? The COS 
would support patient's right, and [agree that] the application 
should depend on nurses, professional judgment .. though the 
MO mightfear that the nurses are overpowered.“ 
In this case, the WM, the DOM and the COS are in the same camp in 
asserting the hospital value, the advocacy ofpatient's right. The doctor's prescription 
on restraints may infringe on human right. Since nurses were the ones who were 
continuously observing the patient, and monitoring the patient's progress, the doctor 
and nurse managers unanimously agreed that restraining the patient should be at the 
discretion of nurses' judgement, although some frontline medical doctors obviously 
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did not agree totally. 
The exercise of management power of nurses over medical doctors did not 
always need the existence of the COS. It was disclosed under the Operational and 
resource management Section on p. 110 that the managers gained powers as they were 
the key person influencing the budgeting. I observed a session on the ward when the 
WM was holding a brief meeting with her staff during the change of shift. In the 
field notes, I wrote: 
"In the early afternoon, in between the time of change of shift, 
the WM summoned everybody by the station to taUc about 
administrative affairs. The NO said there w>as a new set of 
neurological examination tools which were available for every 
team. Each Team Leader would be responsible for ensuring that 
the components ofthe examination kit were complete at all times. 
The WM then said, it was mainly the doctors who would use the 
kit. It might help to note down the name of the doctor, in case 
a particular doctor repeatedly did not put things in the right 
order. She then mentioned an example saying that once a doctor 
had lost the piece of equipment in one ward. He was so scared 
that he 'stole�(which later on she corrected this term to 'take 
away�) a 'ball, from the ECG machine in her ward and return 
the 'balV to the next ward. Fortunately that ball was labelled 'X 
ward' and the host ward could be identified. There were rwo 
doctors who were present. One did not show any reaction, and 
the other just grinned.“ 
This is an incident when the WM was showing her management power to 
"control" doctors, not over professional issues，but resource items. However the 
managers were not always successful in making the doctors compliant with them. A 
WM said: 
"Some MOs still hold traditional values. They hold absolute 
autonomy, they might not like to Join the [ward] team meeting. 
It is a real interpersonal test [for the WM] to persuade them to 
come [and discuss matters with us].“ 
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The nurse managers did not feel that they were lower than the doctors. For 
some of the DOMs, they thought that in management terms, they were higher rhan 
the doctors. This might explain why in Figure 4.4 on p.l05, the DOMs designated 
the doctors lower than them in the perceived measures ofcontrol. However in actual 
exercise of power, the DOM usually had to go through the COS for they still 
perceived the presence of medical dominance. Two DOMs explained: 
"Although I am the DOM’ you know doctors are dominant. They 
would rather be told offby their seniors, so sometimes I refer to 
their own seniors. For example, when the nurses told me about 
the bad attitudes of the doctors, I then tell their seniors.“ 
"I do not know how to place senior MOs. Management-wise it 
appears that I am higher than them, but they are not under my 
control He is not higher than me, and I do notfeel I am higher 
than him. For problems related to MOs, I'd refer to him [the 
senior doctor].“ 
A couple of managers compared this new structure to the previous one, and 
found that the new structure facilitated the communication between the nurse 
managers and COS, the doctor in charge of the department. This effected a greater 
influence in attenuating the medical power of frontline doctors particularly. As one 
DOM explained: 
"Previously it was the Senior Nursing Officer, then the line 
function went to the ChiefNursing Officer (CNO). The [nursing] 
decision making is at the level of CNO. Now at the departmental 
operation level, the communication with the doctor is more direct 
...in the department except nurses, doctors are the second 
largest group ofhealth care workers. The COS rules doctors，if 
there is problem, it is easier to taUc to COS now.“ 
The COS could have the final rule over the doctors, and the nurse manager 
seemed to be taking the best advantage of this COS-DOM management partnership 
engagement to control the doctors. A couple of WMs had expressed that they were 
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educationally disadvantaged as compared to the doctors. However this viewpoint was 
not shared by the DOMs. Maybe the WMs, unlike the DOMs, were not enjoying the 
close working relationship with COSs. Subsequently, the sense of power difference 
between nurses and doctors was greater. This observation can be supported when 
Figures 4.3 and 4.4 on p. 105 were examined again. The WMs regarded the doctors 
equal to them, while the DOMs placed the doctors lower than themselves in the 
perceived measure of control. Two of the WMs disclosed: 
7 feel w^e are not yet competent enough. Doctors are still 
dominating. The doctor's ranking is higher than the nurse. 
Professionally speaking we are still coming from apprenticeship, 
Doctorsfeel that what we say is below them. Some doctors still 
think we should obey them although now we will consider the 
situation and decide if the problem is handled correctly. If not 
M;e�ll express ourselves. Previously the doctors thought that they 
w>ere always right and they were higher; and to reduce conflicts 
we did not assert our viewpoints.“ 
"Our education may make us less strong; but the atmosphere of 
the ward changes the way of doing things. The transition has an 
antiforce, although there is also a pushing force. The self-
strength does not come from qualification, but the dealing of 
matters using different strategies to build up one 's credibility.“ 
Both WMs cited above noted the disadvantage of lower qualification 
possessed by nurses as compared to the doctors. However they both at the same time 
pointed out that nurses began to be more expressive, and there were channels 
allowing nurses to assert themselves. This seemed to be very much related to what 
wil l be discussed below，which is an atmosphere that is built by HA which stressed 
on team approach management. The team approach management provided official 
fonim to allow expression of opinions by team members. At the same time, the 
nurse managers were exercising a more inter-personal approach - guanxi 
秦 
["relationship"] - to resolve conflicts. These two approaches will be further explored 
below. 
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4.3.4 Management practice based on negotiation and rationality 
Within the department, discrepancy of opinions due to different approaches 
to management and care often arose. The conflicts concerning nurses tended to relate 
to doctors most of the time. As mentioned earlier, frontline nurses often used nurse 
managers as agents in resolving these conflicts. The major strategies adopted by the 
nurse managers were a combination of different approaches. First they would employ 
informal negotiation. Some WMs expressed that they would arrange discussion 
sessions with parties concerned if they encountered discrepancy of approaches in 
management of clinical cases. One example a WM cited was: 
"If there is disagreement, we sit down and taUc. For example 
there is a patient with large bed sore. The MO, SMO, team 
leader and myselfsit down and discuss. We [nurses] accept the 
opinion that mth such old age it is painful [to put patient 
undergoing surgery] and local anaesthesia is not useful Instead, 
we ask for medications to debride dead tissues and pile the 
wound with thick dressings.“ 
If the conflict could not be resolved over informal meetings, help from the 
higher level of the hierarchy, that is the DOM and the COS will be sought. One 
DOM expressed that the doctors would give "face" {mianzi)io her. Or, the DOMs 
would make use of their close relationship (guanxi) with the COS, and gain support 
from the COSs. All the DOMs expressed that they had a good, or at least negotiable 
guanxi with the COSs. The quotations from two DOMs explicitly stated their use of 
mianzi and guanxi. 
"Ifthe MOs are not behaving, we approach them and try to solve 
theproblemfirst, they mll give me mianzi.. sometimes we need 
to go to COS.“ 
"My guanxi with the COS is negotiable .. we cannot use the old 
bureaucratic system. The background ofthe HK Hospital is that 
itfacilitates a close guanxi berween nursing and medicine.“ 
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The guanxi was built on the close working relationship particularly between 
the DOM ( nurse manager) and the COS (doctor manager). It is interesting to note 
that the DOMs expressed a concern for medical dominance when the DOM-COS 
relationship was discussed on its own (see the subsection The attenuation ofmedical 
power by management forces on p.l29). However when the DOM-COS was 
discussed in the context of management of the department, they became management 
partners. The two seemed to exist as a strong alliance when encountering the 
frontline health care members, particularly the doctors. They both represent the 
standpoint of the hospital and have a common task to realize the hospital value. The 
strong liaison between the two as management partners can be reflected in the 
following quotes: 
"There is a strong team spirit now. We were divided by 
professions before, now it is unit-centred • We work cLosely with 
medicine, we have an exchange of ideas .. we share a common 
goal, that is, patient-centredness. At present Ifeel it is an equal 
partnership. The DOM & COS hold the same values which 
helps. For example, when dealing with complaints - previously 
each discipline took its own responsibility, now it is the DOM 
and COS that taUc together. “ fWVfj 
"My guanxi with the COS is very close .. mainly concerns patient 
service. The concern is not only nursing, the balance will be 
between clinical service and nursing. We seek their [the doctors ’] 
professional points of view .. if conflicts occurred, for medical 
treatment there is little challenge. If needed, the COS will be 
approached and we would discuss the matter in departmental 
meeting. It is negotiable. “ (DOM) 
As reflected in the last quote, when the interpersonal ways of resolving 
conflict did not succeed, the managers would pursue the negotiation further in formal 
channel. In such cases, the negotiation would be legitimized and the arguments put 
forward would be based on reasoning. The following two cases can help to illustrate 
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this approach to conflict resolution: 
"Once a doctor wanted to carry out a research in urine testing. 
He asked the consultant, the WM without asking me. The WM 
wasn 't clear about the direction ofthe research. On surface, it 
looked like the procedure was invasive. I immediately thought of 
the ethical aspect. The doctor needed my nurses to take 
specimen. He had to taUc to me, convince me that the nursing 
ability and manpower was possible. I called his SMO, consultant 
and asked him to explain. He taUced to the WM and fixed the 
schedule. The WM didn't know how to handle the case. I 
guided the WM. My level of consideration was higher than the 
WM and the SMO. They needed to consider the laboratory 
support, resources, higher level approval. In nursing, he must 
assure us that it was a non-invasive situation. In this case, I 
won, they had to listen to me. It was more than department-
centred, ward-centred, doctor-centred. I was very assertive. I 
held up the research until every involved department was liaised 
with and gave their consent to cooperate. I could use my 
authority. I considered ethics, then resources. Ifeel happy I am 
still a nurse, taking patient in the firstplace. The doctorfulfilled 
all the conditions and clarified every point, and the consultant 
told me it was okay. I f I were not a DOM (I'll not allow this 
even if I'm a NO), I mmld still ask for clarification. I feel 
nurses in our department need to be more assertive. .. In this 
case, I can use my knowledge and experience; I can guide my 
subordinates; I am in the position to bargain with [the doctor]; 
I have the authority to stop the procedure - suspend the nurses 
from proceeding, and getting access to the authority above. I 
can reflect to other disciplines that their thinking is one-way, not 
holistic. “ (DOM) 
"Some MOs do not like new suggestions or policy. This can be 
resolved in meetings. The COS will take charge, and it all 
depends on your justification. One can 't distort [reality]. Now we 
are used to use substantiation to support ourselves. If we have 
good reasons to back up our suggestion, I don 't see any problem. 
We have bi-monthly departmental management committee meeting 
involving COS, DOM, WM, consultants, senior MOs. ... For 
example, I would like to relax visiting hours, the doctors do not 
like the idea because this will affect their work. But it is 
necessary, the trend is like this. The HA encourages this. There 
is demandfrom relatives. They visit often because they need to. 
We have justification then the doctors need to compromise. At 
most the doctors can refuse family visits during clinical rounds, 
but they can 't restrict the visiting hours. “ (DOM) 
As managers, the informants felt that they had the responsibility to attend to 
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the overall well-being of the hospital and making sure that the system was in smooth 
operation. This was particularly evident in the first case when the DOM emphasized 
that she was adopting a "holistic" point of view in dealing with the issue. She found 
it important to safeguard the interests of all parties including the ethical concern of 
the patient, the adequate resource support of the nurses and the laboratory, yet 
without neglecting the research interest of the doctor. Subsequently, the manager 
made use of her guanxi and exercised her skill of negotiation. She liaised with all 
people concerned in the situation in an attempt to resolve the issue. Also in this case, 
she viewed her subordinates as not assertive and sophisticated enough in dealing with 
incidents. In a way, the manager regarded herself as the agents of the frontline 
nurses in the negotiating process. 
In the second case, the DOM found that the medical doctors did not support 
her visiting policy proposal. She then pursued the issue further through formal 
channel. In this case, the manager asserted that she had "justification" in extending 
the hospital visiting hours which was "encouraged by HA." This again is another 
example that nurse managers succeeded in defending the interest of the patients and 
the nurses, acting against the command of the medical doctors. The case was 
supported by the COS and sustained by the HA proclaimed value of patient-centred 
care. 
4.4 DISCUSSION 
The impact of health care reform in Hong Kong on health care service 
management and nursing resembled the processes of Griffiths reorganisation in the 
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United Kingdom and the corporatization of health care in the United States. In 
United Kingdom，Roy Griffiths in 1983 set out the conclusions of his inquiry team 
on the managerial structure of hospital services and recommended the appointment 
of general managers to run the service (Owens & Glennerster, 1990). The impact 
of such change on the nursing structure is that instead of having the accountability 
line from Chief NO, Senior NO, NO to staff，running along the professional ladder, 
it is the general manager who wil l be taking primary responsibility of the service. 
This phenomenon is also noted by Bramion (1994b) in the United States when the 
ward head nurses were referred to as "unit managers". In concurrence with the 
change of names, these nurse managers were gradually removed from the production 
of nursing care. 
The work involvement of these nurse managers depicted by Owens & 
Glennerster(1990) and Brannon (1994b) corresponds with the findings of this study. 
The nurse managers focus mainly on operation and resource management such as 
maintaining smooth operation of the units, involving in utilisation review, budgeting, 
and administrative meetings. Owens & Glennerster observed that nurses occupying 
these manager roles concentrated mainly on nursing staff issues and nursing activity, 
rather than on general service management. Their main concern was to provide 
adequate nursing cover for the wards and develop strategies for training and education 
of nursing staff. Table 4.3 on p.l06 also reveals that the nurse managers in this 
study demonstrated a tremendous concern for issues related to patient service and its 
quality, use of nursing resource and staff development. This might suggest that the 
professional and managerial accountability seems to be inseparable, as remarked by 
» 
Owens & Glennerster (1990). It is this coalition of nurse-manager role that gives 
birth to a new class of nurses - the Professional-Managerial Class (PMC). 
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In the following paragraphs, I shall first explore the concept of PMC and 
propose that the PMC has formed a new class within the nursing hierarchy. Here I 
am arguing that nurses within the same occupation group cannot simply be treated as 
one category. This contention becomes evident when the professional development 
of the discipline is concerned, particularly when the frontline nurses at microlevel are 
compared to the nurse managers at mesolevel. The nurse PMC emerges as an effect 
of the reorganisation of the health care structure. In other words, the new class in 
nursing is associated with the social division of labour. The social division refers to 
the manner in which work is organized in a society (Walker, 1979). During the work 
organisation, the PMC has a role in the "social reproduction of capitalist society" 
(Ehrenreich, 1979; Walker, 1979 ). 
The PMCs in a way dominate the frontline workers by controlling the means 
of reproduction. At the same time the PMCs themselves are dominated by a level 
above them which is the HA in this case. The establishment of nurse PMCs might 
seem to be a step forward towards gaining more autonomy and power by nurses, yet 
the PMCs cannot control the social purpose of their work. I shall borrow Derber's 
differentiation of "technical proletarianization" and "ideological proletarianization" 
to explain this phenomenon. After discussing the emergence of the PMC group in 
nursing，I shall proceed to explore how nurse managers made use of their 
management positions in negotiating with medical doctors. The nurse managers 
realized by their professional experience that they would encounter difficulty in direct 
confrontation with doctors when medical decisions are involved. However, the nurse 
managers in the HK Hospital have successfully used a combined approach of guanxi 
and bureaucratic measures in resolving conflicts. The former capitalized on the 
affective aspect of the negotiation process，and the latter made use of the instrumental 
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approach of rational-legal authority. At the end of this chapter, I would argue that 
nurses are organizational beings. This actually helps nurses to secure the elite 
positions in the bureaucratic hierarchy and provide the extent of work autonomy that 
the rank and file nurses do not experience. 
4.4.1 The Professional-Managerial Class (PMC) 
The classical Marxian analysis of capitalist society centers on two classes -
the bourgeoisie and the proletariat. Barbalet (1986) asserts that the simple 
differentiation of the two classes of capital and labour becomes inadequate in 
explaining the complex work relations and the division of labour with the changes in 
economic organization since the turn of century. The growth of commodities markets 
and the expanded role of the state have given rise to large numbers of sales, service, 
administrative, managerial, professional and semi-professional jobs (Barbalet, 1986). 
He supports Ehrenreich (1979)，Walker (1979) and others that there is a class 
"between labour and capital", the Professional-Managerial Class (PMC). 
The PMC is defined by Ehrenreich (1979, p.l2) as "consisting of salaried 
mental workers who do own the means of production and whose major function in 
the social division of labour may be described broadly as the reproduction of 
capitalist culture and capitalist class relations". Ehrenreich further explains that the 
PMC "includes people with a wide range of occupations, skills, income levels, power 
and prestige. The boundaries separating it from the ruling class above and the 
working class below are fuzzy" (Ehrenreich. 1979. p.l3). Although the PMC 
comprises of people from different- occupations, Ehrenreich emphasizes that 
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occupation is not the sole determinant of classes. Ehrenreich actually uses the case 
of registered nurse as an example. The nurse may be recruited from a working class, 
prepared in 2-year community college (in the case of Hong Kong, it will be 
equivalent to the hospital-based program), or she may be from a petty-bourgeois 
family prepared in university. The nurse may be a worker, delivering direct patient 
care mainly on her own, or she may be a part of management, supervising dozens of 
RNs and aids. The majority of the nurses are female, and their class may be linked 
to their husband who may be white collar or blue collar. Ehrenreich is trying to 
illustrate that a single occupational category is in fact socially and functionally 
heterogeneous. After all, what makes up a "class" then? 
Barbalet (1986) relates Nicos Poulantzas's relational nature of class analysis. 
Poulantzas asserts that classes are not positions within a static classificatory scheme 
nor groups of similar composition but a system of antagonistic relations which 
comprise the social division of labour. Walker (1979, p.XXIII) states that the 
relation arising from the social division of labour involves "the ownership and control 
of the means of producing a society's goods and services." One class owns and 
controls, and the class does not. The PMC is actually defined by its role in the social 
reproduction of advanced capitalist countries (Walker, 1979). To understand further 
the notion of social reproduction, it would be useful to differentiate technical division 
of labour from social division of labour. 
The technical division of labour refers to the manner in which work is 
organized, in Marxist way of explaining, so as "to extract the greatest amount of 
labour from the workers' labour power" (Walker，1979, p.XV). The labour process 
is organized in such a manner that it fits "the requirements of capitalist production -
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production for profit and social reproduction of alienated workers" (Walker, 1979, 
p.XVI). The social division of labour refers to "the marnier in which work is 
organized in society as a whole" (Walker, 1979, p.XVII). Both types of division of 
labour comprises social reproduction. Social reproduction implies the perpetuation 
of the class relations, the niling of one class over another. In organizations it is 
management, not professionals, that controls broad policy questions such as the type 
of cases and clients, and standard procedures (Murphy, 1990). The PMCs are 
deprived of control of their products and relations to the larger community. Rather, 
the PMCs control the resources necessary to reproduce working relations and the 
production of final products that are congruent with the organizational goals. In such 
case, the PMCs can define the technical division of labour. For example, the nurse 
PMCs maintained the medical division of labour and facilitated the degradation of 
some areas of nursing work which were accomplished by the HCAs. In other words, 
the differentiation of work is socially defined by those who own the means of 
production. In a way, social reproduction can be viewed as a form of production 
itself. By regulating the workers and controlling the work processes, the PMCs 
manage to achieve their role in the social reproduction of the class relations in the 
society (Ehrenreich, 1979). At the same time, they maintain as a class subject to the 
ruling by a class above them. Having visited the concept of PMC, I shall now 
proceed to use this concept to analyse the new elite in nursing - the nurse managers. 
• 
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4.4.2 The emergence of a new class of nurse elite - the nurse managers 
The Hong Kong hospital system was undergoing a major management reform 
in the 1990s. There is a clear directive that under the reform the hospitals are to be 
better managed in providing cost^ffective hospital services. In line with this change, 
a number of new management initiatives and management positions are created in the 
system. One of the major effects of the health care reform on nursing is the change 
ofaccountability line，from formerly CNO-SNO-NO-staffto current COS-DOM-WM-
NO-staff. The previous one was built along the hierarchy within nursing itself, and 
the accountability line was developed along the profession. The current one is a 
management accountability line，and it is built within each department rather than 
capturing the entire hospital like the outgoing professional accountability line. ln 
correspondence with this emphasis on managerial functions，new job titles are 
introduced. Instead of naming them as "Chief Nursing Officers/Senior Nursing 
Officers/Nursing Officer InK:harge," they are given the names of "General Manager 
(Nursing)/Departmental Operations ManagerAVard Managers." Similar change of 
work titles has been reported in the United Kingdom (Owens & Glennerster, 1990) 
and United States (Fourcher & Howard 1981; Brannon 1994b). 
The managers in this study were further discriminated from the clinical nurses 
by the pay scale. The managers enjoyed extra cash allowance and "an additional 
responsibility allowance." By providing a distinct system of organizing and 
rewarding the new class, this is a tactic to distinguish members of the new class from 
the proletariat, the workers (Murphy 1990). 
» 
Besides the job titles and work renumeration, these nurse managers also 
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departed from their frontline nurse associates in their work nature. In comparing the 
work involvement of the frontline nurses discussed in Chapter 3 and the nurse 
managers here, three distinct features of the nurse managers can be identified. First 
the nurse managers were moving away from the production of nursing care, but 
engaged in the reproduction of the production of nursing care. The social 
reproduction was a form ofproduction. Second, this new class of nurses were mental 
workers. Their labour production was mainly mental work such as planning, 
attending meetings, conceiving new policies and projects. Their major function was 
in the social division of labour and most importantly, they owned the means of 
production in their work capacity. Third, unlike the frontline nurses, the nurse 
managers did not directly experience technical proletarianization. However, similar 
to their frontline associates, the nurse managers could not escape from the other form 
of proletarianization, that is, ideological proletarianization. 
4,4.2.1 Production of nursing care and its reproduction 
As revealed in Chapter 3，nurses in the frontline were still governed by the 
medical division of labour where the medical treatment plan would conceptualize and 
determine the major nursing activities on the wards. Nurses in management were 
dismissed from the domination of technical division of labour. Instead they acted as 
agents of the social division of labour, taking responsibility in extracting "the greatest 
amount of labour from the workers' labour power" and maintaining the social 
reproduction of class relations in the hospital system. Their achievement was to 
ensure smooth operation of the system, that was，the day-to-day production of care 
in the hospital industry and to meet corporate goals. 
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A prime example of these efforts is the introduction of the HCA project and 
redefining the work boundaries of the nursing staff. A WM described herself as an 
"engineer" of the HCA project. She needed to involve every single management skill 
such as planning, negotiating, liaising, asserting in making the project acceptable to 
both staff nurses and the assistants. The final success was placing the HCA in 
structure in the labour process of care production. Another exemplar was the DOM 
who was cited on p. l 10-111. She repeatedly emphasized the concept of "selling" the 
HA's ideologies to her staff in the interview. Her zeal towards "patient-centredness“ 
and the way she presented it was almost like a religion. She said, "Do not be task 
oriented; remember to be patient-centred. Treat the patient as individual, view things 
from his angle .. This is my belief. .. Nursing is a service. ” The DOM believed 
firmly what she preached, and she would like to convert all of her staff to the belief. 
Derber (1983) regards the identification of self with moral purposes defined 
by the organization as a phenomenon called "ideological cooptation." It is the 
acquiescence in management control while claiming the organizational goals as one's 
own. It may include redefining one's goal to match the organizational imperatives. 
In doing so, one loses control of the social purpose of the work product, which goal 
is defined by the organization solely. Murphy (1990) asserts that this deprivation of 
work meaning is actually the bureaucratization of professionals. Many professionals 
slowly emerge as "organization man" to sustain one's survival and career 
development in the organization (Derber 1983). Indeed, the DOMs expressed that 
they would have a higher chance of gaining resources if their business plan 
corresponded with the corporate goals of HA. Derber alleges that ideological 
cooptation is in fact a defensive strategy towards "ideological proletarianization", a 
concept which will be explored later on p. 148. 
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4.4.2.2 Control of the means of production 
In fulfilling the function of social reproduction, these nurse managers owned 
the means of production. They were mainly mental workers concentrating on 
activities such as managing, planning and communicating. In correspondence with 
this, the nurse managers personally wielded more power in controlling (Coburn 
1993). The means of control owned by the nurse managers included the power to 
allocate resources, budgeting, quality control and reviewing staff performance. 
The power to manipulate the budget granted the nurse managers authority to 
rationalize resources to different work projects. Both the WMs and the DOMs 
expressed that the medical doctors had to consult them about resource allocation such 
as purchasing new equipment and starting new services. As Owens & Glennerster 
(1990) has pointed out, the individual professionals could express concern for the 
merits of each project, but the bureaucrat would take a generalist point of view in 
weighing the issue. Freidson (1986) also remarks that the professional proposes, but 
it is the administrator who disposes. However, Freidson in his discussion has not 
recognized the power of nurses in administration positions. Some of the common 
disposal principles adopted by the manager would include cost consciousness, rules 
of equity between users, consumer safety and whether the expectation is a realistic 
one (Owens & Glennerster，1990). The exemplar of the nurse manager exercising 
her management concerns over the professional proposal was the case when the 
doctor intended to do a research in urine testing depicted on p.l36. The DOM 
suspended the execution of the research until all the issues regarding the ethical 
concern of the patient, an adequate resource support of the nurses and of the 
laboratory were resolved. The DOM said that her management perspective was 
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superior than the frontline doctors and nurses for they did not adopt a "holistic" point 
of view in handling the matter. In this case the DOM had the power to terminate or 
resume the work process. 
In making sure that the corporate goals are met, managers will exert 
standards, protocols, policies over the workers. Professionals are also subject to 
these external requirements (Derber, 1983; Owens & Glennerster, 1990; Murphy, 
1990; Ranada, 1994). In the HA Hospital, the emphasis of "quality improvement" 
created many work projects for the frontline staff to implement, and the manager to 
promote and monitor. At the same time, the "control of quality" and the defense of 
the HA philosophy exerted influence in toning down the supreme power that the 
medical doctors used to enjoy. The medical choices were faced with challenge when 
their views contradicted the values of the organization. Individual and professional 
interest must therefore be subordinated to the general interest (Owen 1990). A 
number of exemplar cases have been mentioned under the Section Management 
practice based on negotiation and rationality on p.l34). 
Although the nurse managers were in control of resources and quality 
standards, they were also subject to the ruling of the organization which paid them 
for the work, ln other words, their work meaning was not autonomous, but rather 
defined by the ruling class above them. Derber (1983) called this loss of social 
meaning of work "ideological proletarianization." Besides, the nurse managers were 
not the gatekeepers of the service. As Owens & Glennerster (1990) observed, the 
doctors still had the clinical freedom for admission and discharge, the mode and 
length of treatment. Nurse managers had to negotiate with doctors about bed space 
and service facilities, in compromising with resources and costs. Negotiation, 
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especially through the use of guanxi and rational-legal authority, had been the main 
tactic employed by managers. In the following paragraphs, I would explore the 
phenomena of "ideological proletarianization" and "negotiation". 
4.4.2.3 Ideological proletarianization 
The nurse managers dominated the frontline workers in controlling the means 
of reproduction. They contributed to the technical proletarianization of nursing work 
by deskilling nursing care and transferring the "low complexity basic care" to the 
HCAs. However the nurse managers themselves lost control over the goals and 
social purposes to which one's work is put. For instance, it was recognized that 
human resources were not meeting the standard prescribed by the organization, and 
they still "needed to try." There was evidence of a deliberate effort to formulate the 
ward/departmental business plan in accordance with the HA directives. The HA 
purchased the mental labour of the nurse managers. These managers were powerless 
to choose or define the final product of their work, and its disposition in the market. 
Derber (1983) identifies this phenomenon as "ideological proletarianization." 
Derber (1983) further elaborates that these mental workers would adopt two 
defensive measures in response to the ideological proletarianization. One is 
ideological desensitization, and the other is ideological cooptation. Ideological 
desensitization is the disengagement from concern with the social uses and ends of 
one's work. They withdraw the expectations of intrinsic gratifications from work and 
maintain sole concern with purely extrinsic rewards, such as pay，fringe benefits, and 
security. This defensive mechanism was not obvious among the nurse managers in 
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the HK Hospital. Quite the contrary, they identified a sense of job satisfaction and 
ownership of the ward/department they belong to. They also experienced an 
increased amount of freedom, responsibility and authority that were not previously 
» 
accessible to them. The nurse managers seemed to be exhibiting a phenomenon of 
ideological cooptation, Ideological cooptation, according to Derber (1983), is 
exercised by the PMCs when they redefine their goals to match with the 
organizational imperatives. They internalize the corporate objectives as their own. 
Derber declares that ideological cooptation is a defensive strategy against ideological 
proletarianization. I would add that for the nurse managers, ideological cooptation 
is an inherent attribute of the nursing profession. It is related to the primary 
socialization process of the nurse, especially in Hong Kong. Towards the end of this 
Chapter on p.l52, I would expand on the analogy between nursing and management. 
4.4.2.4 Negotiation - guanxi and rational-legal authority 
Strauss (1964) as early as the 60s has pointed out that the hospital setting is 
not as organized, structured and ordered as it seems. He elaborates that a "negotiated 
order" exists in organizations that contain a group of personnel with diverse 
occupations, different training and orientation in dealing with clients. The hospital 
is one of these organizations. Disagreement will occur in relation to treatment, 
patient placement, procedures and regulations. In this regard, Strauss (1964, p. 13) 
has observed that "nurses frequently appointed themselves defenders of the hospital 
against 'inappropriate' demands of certain physicians." The nurse-doctor conflict 
seems to be a recurrent theme of hospital contentions. Strauss explains that the 
hospital cannot function efficiently toward any common goal without establishing 
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negotiations. Through negotiation，"relationships and situations are continually 
arranged and rearranged" (Strauss 1964, p. 13). It is interesting to note that the nurse 
managers in the HK Hospital have exploited two totally different yet not mutually 
exclusive approaches in the negotiation process. One is a cultural specific tactic, 
guanxi and the other one is bureaucracy related tactic, rational-legal authority. The 
former concerns human relations, and the latter tends to ignore the human factor and 
concedes only the bureaucratic value. 
The nurse managers had repeatedly mentioned that administratively speaking 
they felt they were equal to (for the WMs) or above (for the DOMs) the medical 
doctors. Figures 4.3 and 4.4 on p.l05 reflected their views of this work hierarchy. 
However in reality, the nurse managers in this study, like their counterparts 
elsewhere (e.g., see Coburn, 1989; Chua & Clegg，1989; Owens & Glennerswr， 
1990) seemed to realize that the medical powers were still very dominant in dealing 
with clinical matters. The nurse managers in this study have successfully employed 
two different yet complementary approaches, guanxi and rational-legal authority, in 
resolving conflicts at work. 
Guanxi is a hierachially structured network of social relations in which people 
are embedded (Hwang, 1987). Within this social network, mianzi comes into place. 
Mianzi is "a function of perceived social position and prestige" (Hwang, 1987, p.961) 
within the network. Hwang citing Ho's (1976) work further explained that mianzi 
might be derived from a socially ascribed status such as physical appearance, family 
background or from achieved status such as personal qualities of knowledge or stams 
obtained via social factors such as authority and social connections. The nurse 
managers in this study gained their guanxi and mianzi through the achieved stams 
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from the management positions, and their close management partnership with the 
COSs. As Ho (1976:883) explained, mianzi is the respectability an individual claims 
from others, "by virtue of the relative position he occupies in his social network and 
the degree to which he is judged to have functioned adequately in that position as well 
as acceptability in his general conduct.. as well as those of people closely associated 
with him. ” As disclosed in the section of Operational and resource management on 
p. l 10 above, the nurse managers gained their authority from the power to manipulate 
the resources and budget. Their close affiliation with the COSs further sustained the 
dimension of guanxi at work. 
The second resort of the nurse managers in conflict resolution was turning to 
rational-legal authority. The nurse managers, according to Weber (1947/1964) held 
offices in the bureaucracy to control the means of production of work. The 
involvement of the conflict between nurses and doctors was predominantly related to 
patients' welfare, or the smooth operation of the unit. The nurse managers would 
present their cases in formal channels. Formalism is a spirit of rational bureaucracy 
where the dominant norms are "concepts of straightforward duty without regard to 
personal considerations" (Weber 1947/1964). The dominant norms were the HA 
values and the nurse manager usually won their cases adopting the "reasoning" of the 
HA philosophy. As Parkin (1982，p.77) explains, legal-rational domination "rests on 
the appeal to the propriety of formally enacted mles and statutes" and one can be 
expected to elicit "rational" compliance. A similar approach in resolving 
interprofessional conflicts by unit managers was reported by Walby & GreenweIl 
(1994)，a study involving fifty-five unit managers in five hospitals in the United 
Kingdom. The unit general managers in the study admitted that tensions between 
doctors and nurses were inevitable. There were mixed responses to these conflicts. 
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Some unit managers would keep quiet about the dispute and place their faith in 
individual professionals in doing fairness to patients. The common strategies 
employed in dealing with interprofessional disputes were setting up standing 
committees or task forces to deal with an itemised list of interprofessional issues. 
This is an effort to try and resolve the conflicts using legal-rationality in the 
bureaucracy. The operation on relationship or guanxi was not mentioned at all. It 
seems that guanxi is a cultural-specific tactic that is being employed. In this study, 
guanxi was the initial tactic employed by the nurse managers in resolving conflicts. 
It was an inter-personal approach. If this tactic was not effective, the nurse managers 
would exercise the legal-rational authority. The combination of impersonal 
formalistic strategy with the interpersonal strategy of guanxi normally brought success 
to these nurse managers. 
4.4.2.5 The affinity between nursing and management 
The theme of this Chapter is that the transfer of some clinical nurses to 
management positions has created a new class of elite nurses. These nurses enjoyed 
the organizational autonomy that granted them power and job satisfaction. They 
regarded themselves as most appropriate for the manager post of the 
ward/department. These nurse managers claimed that they were in a superior 
position as compared to managers coming from general management or other 
paramedical background. They said they could manage nurses who occupied a 
predominant work force, and manage nursing care which was the main bulk of labour 
production in hospital service. They felt that placing nurses in management positions , 
was "value for money" for the HA. Nurses by their training was "caring". 
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Managing was also caring, be concerned with domestic and clinical services, and 
attending to human matters. Nurses being generalists also helped them to take note 
of different aspects of the ward/departmental operation. The association of nursing 
with management is actually well recognized and discussed in literature (e.g., Marles, 
1989; Owens & Glennerster，1990; Wright, 1993). I would add that the primary 
socialization of the nurses also prepared nurses to be organizational beings. This 
brings nursing and management even closer. In the following paragraphs, I would 
elaborate the two deliberations. 
The discipline of nursing has strong historical domestic roots. The primary 
task of nurses has been the nurturing of the needy through ongoing feeding, clothing, 
bathing and comforting (Jecker & Sdf 1991). The model of caregiving work is now 
evolving and there is more demand on professional caregivers. The natural 
inclination of caring and the attributes which are often associated with the female 
gender have found to be inadequate. Professional nurses today are required to 
demonstrate reasoning of care, the implementation of technical skills with sound 
judgement (for details, see Koldjeski, 1990; Moloney, 1992; Huch, 1995). There is 
a tendency for professional caregivers to work as advisors and consultants leaving the 
direct practical care to subordinates (Waerness, 1984). The role of the nurse as a 
coordinator is also becoming more prominent. As Kinston (1983) recognizes, the 
doctor may still retain control over diagnosis and treatment. However the holistic 
concern with care including "nutrition, toileting, physical comfort, stimulation, 
protection, mobilisation, communication, emotional care, social support" is still the 
responsibility of the nurse (Kinston, 1983，p. 1166). Within the hospital organization, 
t 
there are differentiated groups of professionals specializing in various functions to 
fulfill the comprehensive needs of the patients. McClure & Nelson (1982) point out 
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that an integrator is required to coordinate all these efforts and the nurse is the best 
person to fulfi l l this role. The nurse still cares, but there is a shift of emphasis of the 
nurse in the twenty-first century from care-provider to care-manager. 
In fact the acquisition of management power by nurses is seen as a major 
aspect of nurse professionalization (Fourcher & Howard 1981). Management skills 
are now seen as essential to be developed among nurses, in parallel with clinical 
competence (Fourcher & Howard，1981; Marles, 1989). With the change of 
accountability from professional to managerial line, and the nurse acting as a 
mediator among members from different disciplines, the administrative and clinical 
domains have become increasingly blurred in nursing (Owens & Glennerster, 1990; 
Jecker & Sdf，1991). The primary socialization of nurses also tend to produce 
nurses as organization beings. I would argue that this effect is even more potent in 
Hong Kong, as compared to nursing counterparts from countries where nursing 
education is basicly removed from hospital control. Nursing students trained in the 
schools of nursing are treated as employees by the hospitals though they also possess 
a dual role of a learner. Nurse training affiliated with the hospital naturally has a 
main responsibility to respond to the institutional needs of the hospital. Students are 
gradually socialized in the bureaucratic role. 
This study revealed that nurses socialized as organizational beings fitted into 
the bureaucratic role of management very well. The nurse managers readily turned 
the bureaucratic value as pan of their moral calling as a professional nurse. These 
nurse managers at the same time enjoyed the organizational autonomy that granted 
them power and job satisfaction. They managed to secure the elite positions in the 
bureaucratic hierarchy and experience the extent of work autonomy that was not 
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accessible to the rank and file nurses. This new class of nurse regarded themselves 
as most appropriate for the post of manager of the ward/department. They claimed 
that they were in a superior position as compared to general managers or managers 
coming from other paramedical background. They said they could manage nurses 
who occupied a predominant place in the work force，and manage nursing care which 
was the main bulk of labour production in hospital service. They felt that placing 
nurses in management positions was "value for money" for the HA. Nurses by their 
training were "caring". Managing was also caring, be concerned with domestic and 
clinical services, attending to human matters. Nurses being generalists also helped 
them to take note of the ward/departmental operation from multiple perspectives. The 
primary socialization of the nurses preparing nurses as organizational beings seen to 
have enhanced the close coalition of nursing and management. This prompt alliance 
between care-provider and care-managers is expedited by the market forces shaping 
the health care reform which will be further explored in Chapter 6. 
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CHAPTER 5 
MESOLEVEL - WORK OF NURSE SPECIALISTS 
5.1 INTRODUCTION 
In this chapter, the work of the Nurse Specialists will be discussed. During 
the period of research, only 4 NSs posts were established in the HK Hospital. They 
included NS in Continence Nursing (CONNS), NS in Diabetic Nursing (DIABNS), 
NS in Renal Nursing (RENNS) and NS in Infection Control (ICNNS). All of them 
were successfully interviewed. Table 5.1 depicts the years of experience of these 
NSs. Table 5.2 displays the actual and ideal work involvement reported by each of 
these NSs. Since each NS has an unique distribution of their workload, there will not 
be a combined piechart depicting the overall area of work distribution of the NSs. 
Figure 5.1 displays the perceived measure of control between the NSs and the related 
health care workers. Table 5.3 displays a summary of the Staff Development Review 
Objectives set by the NSs. Three SDRs from CONNS, D[ABNS and ICNNS were 
obtained. RENNS said her SDR was written before she became a NS, and those 
objectives were related more to the work as a NO. She therefore declined to furnish 
the researcher with a copy of her SDR. 
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Figure 5.1 : Perceived measure of control between NSs and other related 
health care workers 
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Table 5.1 : Years ofnursing experience ofNurse Specialists 
Years of experience 
Mean 12 
Range 6 -16 
SD 4.2 
• 
Mesolevel - Nurse Specialists 157 
Table 5.2 : Reported actual and ideal work distribution of Nurse 
Specialist (ideal percentage in brackets) 
CONNS RENNS ICNNS DIABNS 
Client care 76.9% (62.3%) 30.0% (60.0%) 0% (0%) 80% (80%) 
Project work 7.7% (7.7%) 0% (0%) 25% (35%) 10% (10%) 
Staff 7,7% (15.0%) 20.0% (10%) 15% (20%) 0% (0%) 
development 
Research 7.7% (15.0%) 10.0% (30%) 30% (25%) 7.5% (7.5%) 
Management& 0% (0%) 40.0% (0%) 30% (20%) 0% (0%) 
communication 
TOTAL 100% (100%) 100% (100%) 100% (100%) 100% (100%) 
* 
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Table 5.3: Summary of key SDR objectives set by Nurse Specialists working at 
mesoievel 
Client care (10) Staff deveiopment(9) 
To design an education program for newly Increase the awareness of clinical staff on infection 
diagnosed NIDDM clieats. (DIABNS) control. (ICNNS) 
To plan an education program for gestational Identify the cause of sharps injury amongst staff. 
diabetic clients. (DIABNS) (ICNNS) 
To prepare the second patient support group at hnprove the practice of isolation in hospital. 
September. (DIABNS) (ICNNS) 
To increase interview sessions for inpatients. Facilitate the efficacy on management to staff 
(DIABNS) suffering from infectious diseases. (ICNNS) 
To establish individual education session for Promote infection control activities amongst HCA. 
problem cases who are referred by physician (ICNNS) 
in general medical team. (DIABNS) Ensure the practice of clinical waste disposal is up 
To set up a diabetes education program which is to standard. (ICNNS) 
delivered by OPD nurses before medical Promote concept of Isolation technique to 
clinics. (DIABNS) supporting clinical staff. (ICNNS) 
To reform a new referral form for inpatient. Enrich the knowledge of staff on AJDS. (ICNNS) 
(DIABNS) Provide training course for aurses in other HA 
To conduct a research into continence. (CONNS) hospitals which are starting continence 
To setup a continence coordinator in each services. (CONNS) 
department. (CONNS) 
To establish an outreach walk-in continence clinic 
in a community health centre. (CONNS) 
Self development(3) 
To up-date the personal qualification. (ICNNS) 
To complete degree studies.{DIABNS) 
To complete degree studies. (CONNS) 
a = 3 (CONNS. DIABNS, lC!NNS) — ‘ 
Totai number of set goals = 22 
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There were five major areas of work reported by the NSs. They were Client 
care，Project work. Staff development. Research and Management & communication. 
Individual NS had her own concentration of work specialty. Al l NSs were accountable 
to the GMN and, with the exception of ICNNS, were deployed to different hospital 
Departments to execute clinical work. The ICNNS was housed in the Central Nursing 
Division. She was responsible for overseeing infection control matters hospital-wide. 
The CONNS and the DIABNS were placed within the Outpatient Department (OPD) with 
their own Continence Clinic and Diabetic Clinic respectively. The RENNS was given 
the job title of NS, working in the Renal Unit. However, since there was no NO in the 
Renal Unit, the RENNS was assuming both the roles of a NO and a NS. 
In following paragraphs, I would first give an account of each of the work areas 
involved by the NSs, then 1 would explore the dynamics shaping the work structure of 
these NSs. Like the previous Chapters, I would analyse the NSs，work taking the 
perspective of the sociology of profession and the sociology of work towards the end of 
this chapter. 
5.2 AREAS OF WORK OF NURSE SPECLALISTS AT MESOLEVEL 
5.2.1 Client care 
All NSs except the ICNNS reported that they were involved in client care. The 
CONNS and DIABNS spent the bulk of their time, over 75%, in this area of work. The 
high concentration of involvement in this aspect of work was also reflected in their SDR 
objectives as shown in. Table 5.3. The client care depicted by NSs mainly included 
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assessing and monitoring clients' condition, carrying out special investigations, planning 
special health programs and providing health advice to clients in their respective area of 
specialty. As shown in Table 5.2, RENNS was the only NS who would like to double 
her contribution in client care. For RENNS, the target client group was mainly restricted 
to the in-hospital patients. She primarily attended patients in her renal unit. RENNS said 
she formulated patient care plan and provided direct care to patients in her renal unit. 
She also visited patients and staff in other units at her own initiative or on request. 
However she felt that her expertise could be used more. The optimisation of her NS role 
was constrained by her dual specialist-management position in her unit, and a lack of 
publicity about her NS work across different departments within the hospital. She 
accounted， 
7 know my [renal] cases will go to their wards so 1 contact those 
units .. patients were classifiedas medical cases before receiving 
CAPD (Continuous Ambulatory Peritoneal Dialysis). I'll go and 
visit them ifpossible and teach the staffwhat CAPD is .. I want 
to go and visit the wards regularly. I am now ward-in-charge; 
1 can't do it now. I hope I can do it some other time; my 
existence should be known to more people so that they can 
contact me. There is a circular issued; and there is a nametag 
[of NS]. Now very few people contact me in business. In Ward 
A [a general medical ward], the staff there have asked me to 
assess the cases who are waiting for CAPD because they think 
those cases will be [eventually] seen by me. The referral now 
mainly come from nurses, none from doctors yet.“ 
Unlike RENNS, CONNS and DIABNS mainly provided their service at 
Outpatient Department (OPD), although they would also regularly visit the ward to 
see the in-hospital patients. At OPD, both CONNS and DIABNS were requested to 
provide general health education in some of their clinic sessions such as teaching 
patients how to use a ventolin puff. Both NSs expressed that they would rather 
concentrate their nursing service to the client group specific to their own specialty. 
The CONNS reduced her allocation of ideal time to Client care mainly referring to 
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the non-specialty health education aspect of work. 
In OPD, both CONNS and DIABNS had their own specialty clinics. They 
received referrals from doctors and occasionally from nurses. They would see 
patients who needed further specialty care assessment and health education. The two 
NSs described their work: 
"In DM ODiabetes Mellitus) Clinic, fI see] patients who would be 
put on oral drugs, orfor some of them, there is a needfor them 
to change to injection. Recently there is a new trend, placing 
stabilized [diabetic] patients to GOPD (General OPD). Then 
before referring out, / would do assessment and education. They 
would return to us annually, and we would do the complication 
clinic. If there is no problem, we will refer them out again. In 
Insulin Clinic, IDDM (Insulin Dependent Diabetes Mellitus) 
relates more to younger patients who need more attention and 
care. They come for consultation seeing the same nurse and 
dietician. .. The team also consists of parodist, clinical 
psychologist and social worker. For psychological problems, 
mainly the nurse will take over the [counselling] role. For job 
finding, we can refer [the client] to the social worker. 
Psychologically the nurse has the frustration. The nurse doesn 't 
know how to handle the patients; but the advantage is that 1 
aLlow timefor them to taUc. In real terms there is no actual help, 
but they feel relieved. In this aspect [of care], the nurse 
participates more, the doctor does less. Many think that doctors 
are too busy, and their concerns arefamily business, there is no 
need to taUc to doctor. 1 feel that if it is purely expression, 
emotional problem, 1 am willing to listen, especially for[the sake 
of] assessment. If he is not in the mood to learn, it is 
meaningless to do education. A good relationship can be built, 
and the patient will accept advice. If there is a patient with 
complex psychotogicaL problem, prolonged acceptance, not 
coping; in my situation, I can 't make direct referral to clinical 
psychologist. I'll refer to the physician to write referral. I feel 
that for some cases nurses can handle, but the clinical 
psychologist is a good resource to handle complex cases.“ 
(DIABNS) 
"I have the continence clinic attending cases from surgical, 
medical or gynaecological specialty. I'll do an assessmentfor all 
of the cases coming through me. Straightforward cases, such as 
stress incontinence, urge and typical incontinence’ I would � . 
. manage. If patients have unstable bladder needing medication, 
or ultrasound, then we would consult Dr H [the consuLtant]. . • 
For MSU (mid-stream urine), booking ofurodynamics, we can do 
it our own .. these tests have been authorised by Dr H [as a 
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- _ ^ 
protocol], “ (CONNS) 
The extract of the interview transcripts above revealed that the NSs had a 
close working relationship with the medical doctors. The NSs demonstrated 
proficiency in assessing and intervening clients' concerns in the aspect of nursing. 
RENNS would train renal patients in carrying out CAPD, the DIABNS for diabetic 
control, the CONNS for bladder training. However for clients requiring further 
attention such as undergoing diagnostic tests, medication treatment or care of other 
professionals such as the clinical psychologists, the cases would need to be referred 
to the medical doctors again. This suggests that doctors are still in control of the 
diagnostic stage and the overall plan of treatment of patient care. However, the NSs 
seem to be able to claim ownership in health education and rehabilitative care. 
Besides attending clients at OPD, CONNS and DIABNS visited the wards to 
see referral cases as well. They would continue to follow up the patients in the OPD 
clinics when patients were discharged. The privilege to offer continuity of care 
extended from hospital to out-patient facilities was much craved for by RENNS. She 
said: 
"Now continuity of care is lacking among renal cases. .. The 
doctor is the first to know the patient, but 1 know the patient till 
the end-stage. When the doctor first refers the patients to the 
renal team, I should be informed about these cases. Then I can 
do some education. We can help them to prolong the time 
arriving at the end stage, psychologically how to accept, and 
what modalities of treatment to choose. [If there is] a nurse 
clinic at OPD, I can follow up the cases’ provide early stage 
education, counselling and CAPD training. .. The patients also 
can reach the NS to advise them how to solve problems related 
to home care environment. The nurse [specialist] at OPD can 
help to follow up exit wound care, in- and out-flow time and . 
research about patient care.“ 
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Like the DIABNS and CONNS, the RENNS emphasized that her area of 
expertise was in psychological care, health education, empowerment of self-care and 
patient rehabilitation. The optimization of nursing expertise seems to be best 
demonstrated beyond the hospital setting, shifting from secondary curative care to 
tertiary rehabilitative care. 
5.2.2 Project work 
All except RENNS participated in Project work. The RENNS might have 
less time than the other NSs in carrying out projects because of her involvement in 
ward management as a NO. If the 40% ward management time (please refer to Table 
5.2 on p.l58) was discounted from the RENNS，she might only have 60% of her 
time at most in carrying out the work expectations of a NS. In this regard. Project 
work might seem to be luxurious to the RENNS and subsequently occupy a lower 
priority in her work allocation. The Project work mentioned by the ICNNS was 
mainly in-hospital survey about staff compliance of the infection control protocols. 
For DIABNS and CONNS, the projects were services extended outside the hospital 
arena. The following extracted transcript illuminates the nature of the project work 
in which these two NSs participated: 
"This is a C&A (Care &. Attendant) Home Pilot scheme.. this is 
a program of 3-month, trial. Before I go [to the C&A homes], I 
inform all of them. The first time I go, I gather all the stajfthere 
to give them a taUc, cause and management [of incontinence 
carej. In C&A homes, we require the workers to carry out 
plans. I go there every 5 weeks. First the [C&A] stajf will 
screen cases. We would do assessment, then hand over to them. 
If necessary and the patient is mobile, I would book an OPD 
appointment and follow up the case there. The project aims at 
patient assessment and staff in-service .. it will finish by the end 
of July. The CdA staff manage to pick up the assessment for 
now they have received input. They should be responsible for 
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categorizing the types of incontinence and propose management 
plan. Later we v^ouLd go there every 2-3 months (depending on 
the extent ofproblem ofthe C&A homes), to give them support, 
and to see if there are any problems, “ (CONNS) 
"I arrange patient activities .. support group. Sharing of 
experience between patient and patient, patient and nurse can 
help to build mutual support, to know more about patients ‘ real 
life experience. How and what we teach may not fit patients ’ 
real life. The patients themselves can help us to teach other 
patients, to gain empathy. “ O^IABNS) 
The difference between ideal and actual time allocation in Project work 
seemed to be related to the type of projects involved by the NSs. For CONNS, che 
type of project she was doing aimed at educating the C&A home staff to 
independently assess clients with incontinence problems. If the project was successful 
and the C&A staff became more self reliant, the time demanded by the CONNS for 
the project obviously would be less. For ICNNS and DIABNS，both oftheir projects 
were trying to gain better understanding of their target groups of service. The 
ICNNS felt that she could use more time in this area of work but DIABNS would 
maintain the same in ideal and actual situations. 
5.2.3 Staff development 
All except DIABNS allocated some time in staff development. Although 
DIABNS did not put in formal time in staff development, she indicated that when she 
went to the ward to see patients, she acted as a consultant to other staff, and clarified 
their questions concerning the management of diabetic patients. The RENNS 
decreased her time in this area of work for she explained that in ideal siraations. the 
statf would be more knowledgeable about renal care and there should be less need tor 
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her to educate other nurses. The ICNNS and the CONNS increased their time in 
staff development because they felt that greater effort was needed to educate other 
nursing colleagues to raise their awareness in the provision of quality care in the area 
they specialised in. Their felt need in staff development was also reflected in their 
SDR objectives as revealed in Table 5.3 on p. 159. The account provided by CONNS 
would help to elaborate the situation: 
7 have done it all now. I put in one hour in each of the wards 
introducing incontinence knowledge. Although the knowledge 
was taught in the general nurse training, we do not practise it. 
If the patient comes in the hospital with diapers, then we give 
them diapers, not thinking whether or not it is necessary. The 
difficulty is that I cannot go and find cases. It depends on staff 
referral, so the staff need to know when to refer in order that 
patients can receive service. However, the ward routine is too 
much. There is not much referral, except in afew wards e.g. the 
orthopaedics ward. The medical ward is too busy, the turnover 
is great. / act as a resource person, consultant to staff. / 
suggest adding hours [in staff development] because when the 
staff see a patient using diaper, would they ask why the patient 
uses diapers? The explanation now^ is that they are too busy. 
But why are we busy doing everything the doctors order and the 
nurse hasn 't thought ofthe assessment[ofthe incontinent patient] 
...This is the importance of awareness raising because they are 
not the ones using diapers. 1 feel the need to increase their 
alertness [in this areaj. During the afternoon shift, the stajfare 
less busy. The morning shift staff may feel it's very tough, 
therefore not many people come. So / hope my session can 
accommodate their time e.g. during morning shift I can find a 
time that suits them .. // staff awareness can be raised, we can 
prevent unnecessary use of diapers. Some patients said nurses 
gave me diapers to use so they kept on using them after discharge 
from hospitals.“ 
5.2.4 Research 
The ICNNS decreased the time somewhat in this area because she said that 
more surveys were required during outbreak. The decrease of time would actually 
be a good sign of less epidemic of infection. There is generally an acute sense of 
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need in doing research among the NSs. However most of the NSs felt handicapped 
by their limited knowledge in research and the confined resources in supporting them. 
The DIABNS revealed: 
7 do not know how to do research .. but looking at NS 
requirement, and everybody tells me that I need to do research. 
The best thing is that I need to know. 1 went to take course, still 
I do not know^ how. Fortunately there is a colleague who gives 
me advice. Now I am doing a research on the needs ofpatients, 
and see whether the service meets the needs. I am in the process 
of writing up the report. After the first one, my confidence has 
grown.“ 
The CONNS was carrying out a research on self-intermittent catheterization. 
She felt that she needed to do a research to demonstrate that the same procedure done 
overseas could also have the same effect in Hong Kong. She felt that resources were 
confined but acknowledged the need to prove one's work. She said, 
"I have begun a self-intermittent catheterization research. We 
teach cleaning procedure. People are surprised thinking that 
catheterization needs to be a sterile procedure. Ifpeople ask us, 
we know it is okay, 1 say it is done overseas; but in Hong Kong, 
there is no such research [to prove itJ. We have 6-7patients in 
this situation, we are carefully monitoring them; doing ultrasound 
half yearly, looking for UTI (urinary tract infection) symptoms. 
It looks okay except when patients are not cooperative. Patients 
know that they have not washed their hands before 
catheterization. Sometimes in public places in Hong Kong, there 
is not always a water supply. Without washing the catheter, 
catheterization is done the second time. It is a single person 
research. My knowledge in research is not much, resources are 
Limited .. Now I squeeze the time, there is no official time. In 
fact I feel the research base in Hong Kong is weak .. research 
helps to tell others [about nursing] with a scientific base. For 
example, cleaning procedurefor catheterization is possible, stress 
incontinence can be solved by pelvic exercise. Now there are 
many mechanical devices that can monitor measuring effects. We 
have no money, no resources, vve just do it manually by PV 
(Pelvic Examination), PV is subjectively objective .. you sense 
the improvement because it is you that have been doing it, and 
there is a grading to gauge. However if there is a meter then .. 
you can actually observe. Although we say nursing is an art and 
a science, but we need to have a scientific base to show others 
that there is a difference that the patient was weak before and 
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there is now an improvement. Others will Learn about the 
effect.“ 
Research was seen by the NSs as a demand from the HA as well as a 
scientific base for their practice. Frequently, they mentioned that research was a 
strategy to rationalize and legitimate their current practice or a measure to improve 
practice. The RENNS also expressed the need to carry out research, and she would 
like to increase her time allocation from 10% to 30% in this domain of work. The 
area of research proposed by her included the rate of infection of exit wound, in- and 
out-flow time of dialysis and interpersonal communication. 
5.2.5 Management & Communication 
Only RENNS and ICNNS allocated time in the area of management. For the 
RENNS, management was mainly related to her overlapping role as a NO in the renal 
unit. She had to act as a ward in^harge, dealing with personnel matters. This area 
of work of RENNS was very similar to work described by NOs in Chapter 3. The 
RENNS would like to be totally removed from this area of work so that her role 
capacity as a NS could be maximized. In the situation of the RENNS, the fact that 
the work functions as a NO taking precedence over that of a NS showed that the 
immediate service needs were regarded as more important than professional duties in 
reality. The management and communication work involved by the ICNNS was 
mainly related to setting and reviewing infection control policy, setting guidelines, 
and liaising with other hospitals "to follow through Hong Kong trends, patterns, . 
methods of management and informing others when her own hospital encountered 
infectious cases such as dysentery." 
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5,3 DYNAMICS INVOLVED lN THE WORK OF NURSES AT THIS 
MESOLEVEL 
The greatest force in shaping the emergence of this new class of Nurse 
Specialists is the HA. There might be nurses functioning like a nurse specialist prior 
to the era of HA, but they were not given the due recognition. As the DIABNS said， 
"There was a DM nurse in our hospital before the advent ofHA. 
At that time, she was not developed as a NS. My post only came 
into existence with the HA.“ 
The introduction of the NSs was claimed by the HA to be measures aiming 
to retain expert clinical nurses, and to achieve the "cost-effective" nursing work 
redesign initiatives outlined in the Business Plan (Hospital Authority, l995c). As the 
CONNS revealed, 
"In October 92, Continence Nurse was deployed from the 
Community Nursing Service, and worked only as part-time 
contributing 1 day clinic per week, .. From 1994 the workload 
was much greater, and HA said the waiting list could not be 
longer than 3 years (acceptable) .. The best is within one month. 
My cases had to waitfor six years. In order to meet the demand 
ofthe hospital, I was put under CND (Central Nursing Division), 
seconded to OPD [to work as a continence nurse].“ 
Several distinct features could be identified as the NSs positions were created 
and formalized within the hospital structure. First，the NSs were basicly removed 
from the management hierarchy to the professional line of accountability. They were 
placed in the CND headed by the GMN but deployed to the relevant clinical 
department to execute their clinical responsibilities. Second，the NSs' work was 
mainly generated from referrals from other professionals, doctors and nurses. The 
analysis of the nurses' work in Chapter 3 reflected that the medical division of labour 
within the hospital was still very dominating. However，the NSs managed to claim 
their autonomy and ownership of their expertise in primary prevention and tertiary 
Mesolevei - Nurse Specialists 169 
rehabilitative care. This could be illustrated in the referral system where the NSs 
were requested to provide specialist consultation services to clients. Third，NSs' 
work was not subject to routinization. They enjoyed more freedom, autonomy than 
their fellow nursing colleagues working in the frontline. There was expression ofjob 
satisfaction by the NSs. However there was a lot of frustration as weil. They 
proclaimed that there was not enough resources to support their work, and there was 
no career prospect to the NS path. I would visit each of these threads constructing 
the NSs，work in the following paragraphs. 
5.3.1 Removal of NS's accountability from the management hierarchy 
The NSs were not subject to the formal management hierarchy like most of 
their nursing colleagues in the hospital. In reference to the organisation structure, 
they belonged to the CND, and they were under the direct supervision of the GMN. 
The GMN assumed the position of a professional advisor in the hospital. She was 
not，and logically could not, be experts in all of the specialty areas. The GMN of 
the HK Hospital was very honest with the NSs in confessing her limited knowledge 
in their field of specialties. However she said she would examine the plans proposed 
by the NSs in terms of feasibility and practicability. From the description of the 
NSs’ they had their own autonomy in clinical decision making and enjoyed the 
freedom to exercise their judgement and intervention. 
The alleviation of NSs from the management hierarchy in the clinical units 
appeared to be a gesture of acknowledging NSs' work autonomy. The NSs were 
situated in the clinical departments, but they were not subject to the routine work of 
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these units, and in theory they were not accountable to the unit WM or DOM. This 
setup had symbolic meaning in terms of signifying the independent status of these 
nursing experts. However in reality, there were practical difficulties that hindered 
the optimisation the NS's role capacities. The best exemplar was probably the case 
of RENNS. At the time of interview, the RENNS had to carry out the dual role of 
being a NS, and a NO, the position she used to hold before she became a NS. The 
following extract of transcript would help to explain the situation: 
"At the moment they [the administration] said they can�t afford 
the manpower. I'll continue doing what I have been doing with 
my NO duties, e. g. haemolysis, ward in-charge, training patients. 
I need extra time and allocate own time to add the service I 
prefer. Thefreedom is great but the time is constraining. I can 
follow what I plan, and do what 1 wish. Now I am under the 
CND but seconded to the ward. GMN thinks I have the 
experience. The argument is that meeting patient care needs [as 
a NS] means direct involvement, then it is equal to doing ward 
work although I don 't quite agree. For example, if I do not do 
a dressing, it doesn 't mean I don Y carefor the patient. I have 
to collaborate with the WM because ofmanpower. It depends on 
vv/zar she would ask me to do. When I applied for the post [the 
NS], I wanted like to provide continuity of care and quality 
improvement.“ 
The RENNS expressed that she wanted to provide the continuity of care and 
quality improvement to her target group of renal patients as a NS. She felt that she 
had the freedom to plan what she wished to do. However, because of the demand 
ofthe service needs，she had to continue with her NO duties. Obviously, the NO and 
the NS posts were not compromising each other. The daily ward management took 
precedence over what the RENNS would like to do as a NS. The NS had to yield 
to management power, and "collaborate with the WM" and do what the WM asked 
her to do. It was because the RENNS was not totally removed from the management 
hierarchy. In contrast，the other three NSs enjoyed more freedom and experienced 
less management control in their work. As shown in Figure 5.1 on p.l57, the NSs 
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still felt that the WMs and DOMs were a little higher than them. However, when the 
NSs needed to negotiate with the unit managers, the working relationship appeared 
to be rather equal. As the DIABNS said， 
"WM would give me administrative opinions; it is negotiable. In 
terms of rank, she is higher than me; but in terms of working 
relationship she is not. She does not understand too much ofmy 
work, she needs to ask me. I'll inform her ofthe cases, and ask 
her cooperation, e.g. for new service, or if there is new 
endeavour. I want the WM to try and give opinion,“ 
When the NSs were dealing with WMs and DOMs other than their host units, 
the power differential between them were even more insignificant. As the CONNS 
revealed， 
"WM .. it depends on individuals. Some WMs do not care so 
much, you just work with their staffon the operation front. Some 
would refer cases for me to see. There is no influence on my 
work because of their authority, I respect their authority, but 
their authority has nothing much to do with me. “ (CONNS) 
In fact，the NSs often acted as advisors to the clinical colleagues, including 
the managers. As the NSs reflected: 
”I act as a resource person, consultant to staff. “ (CONNS) 
"The RNs would ask me for clarification, or consult me of my 
way of doing things. I go to ward quite often now. “ (D!ABNS) 
"I give them [the nursing staff] opinions. I offer them 
suggestions; things to change; new policy. Or they would ask my 
opinions, pose problems, askingfor solutions. “ (RENNS) 
"I act as advisor [to the WMs and the DOMs] .. they seldom 
challenge the reasons of my [infection control] proposal because 
I have the theory behind .. but they might disagree with the 
practicality of the measures. “ (ICNNS) 
• * 
The role ofcare consultant of the NSs was also acknowledged by the frontline 
clinical nurses, especially for the ICNNS, as an E-RN related: 
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"For patients with scabies .. the ICNNS from CND acts as a 
consultant. Technically we know, but we want her confirmation 
and advice.“ 
The ICNNS appeared to enjoy a higher degree of recognition among nursing 
staff as compared to her other counterparts for two possible reasons. The ICNNS 
had been working as an Infection Control Nurse in the HK Hospital for 13 years 
although she was not given the job title of NS. Also, the infection control measures 
were directly related to the day-to-day interventions of almost every ward. The 
consequence of infection control, or the lack of it, could be quite detrimental. In this 
regard, the other NSs might not have attained the same extent of renown among ward 
staff as the ICNNS. 
5.3.2 The NS Referral 
The NSs received referrals to see the clients from both doctors and nurses. 
The NSs would be called upon to provide expert opinion in clinical service. As the 
ICNNS said， 
"Some doctors are not experienced in identifying scabies. Now 
I am scabies expert, they would refer them to me. In this aspect 
there is respect.“ 
The NSs felt that they gained respect from other health care team members 
and they felt their specialty knowledge and skills were appreciated. However, one 
facet of hospital reality as discussed in Chapter 3 was the great influence ot、the 
• 
medical power. The medical doctors controlled the admission，the treatment regime 
and the discharge of the patients. Yet from the description of NS informants, the 
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interaction between the doctors and NSs appeared to be rather parallel. This can also 
be reflected in the Figure 5.1 on p. 157 which displayed the perceived measure of 
control by the NSs. The NSs felt that the doctors had minimal control over them， 
so they placed the doctors just a little bit higher than they were. The NSs and 
doctors related to each other as autonomous professionals, each offering one's own 
expert opinion in treating the patient. The CONNS gave a detailed account on her 
working relationship with the medical doctors: 
"With the MOs (Medical Officers) .. their authority is high, but 
the relationship is not that high. It depends. Some MOs would 
initiate to find me to see some cases if they felt necessary. Some 
would just write on the history notes [asking me to see the 
patient). ... In some cases, when we palpated the patient and 
found a large prostate; we would refer the patient to the surgical 
team. After surgical consultation, if they felt that the symptom 
wa5 not that great; they might not take any action. For some 
gynaecological cases they might suggest surgery; but 1 might 
suggest before surgery maybe we could try some non-invasive 
treatment. If the treatment is ineffective, then intervene with 
surgical treatment. There is negotiation, whether they [the MOs] 
take it or not, I can 't help. If they [the MOs] want to operate, 
and the patient agrees then surgery is done. Maybe after surgery 
if there is still problem, they can refer the case back to us. .. • 
1 would taUc to them directly; because in some cases [there might 
have beenJ ruptured urethra, the patients can do self-
catheterization. Every time when the patients return [to attend 
clinic], the MO would change the catheters for the patients. The 
MOs are so concerned about seLf-catheterization, I would taUc to 
them [the MOs| directly. If they say it isjust after surgery, it is 
not appropriate to start [self-catheterizationj so early, then I say 
okay, try three months later. The MOs would then say okay cry 
in 3 months. Or they may say it is not that suitable, there is 
[urethral stricture, and it is better to insert a foley catheterfor 
the patient. / would suggest try first until not possible before 
inserting long-term foley. The doctor may say it is no harm 
trying, then we 7/ try. Ifthe doctor say reconstruction ofurethra 
has just been done .. after all it is a surgically done construction, 
then I respect his [the MO's] opinion. I would tell the patient 
that the doctor thought it was not appropriate to release urine fl)y 
self-catheterization|. Re-assessment wilL be done in 3 months to 
see ifthe urethra isformed. There is negotiation with MO about 
treatment. ... another example is for patients with a foley, we 
may suggest off foley. We write down and explain why we 
suggest this. They [the MOs| might think that they do not want 
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to have thefoley ojfthat early. We explain why we suggest it off 
so early, but they might think they still do not want to have the 
foley off so early. The patient is in the ward, they [the MOsj 
have the authority to say not to take thefoley o f f . The ward staff 
usually follow doctor 's prescription more than the nurse 's. So 
far I have not come across a case where I have to insist on 
taking ojffoley and the doctor does not allow it. Maybe they [the 
MOs] wondered, and I would say okay, try and see ifthe patient 
can urinate first. If not, the catheter can be inserted again. 
Usually they [the MOsJagree, maybe not immediately, sometimes 
they say ojffoley tomorrow.“ 
As revealed by the CONNS, the reality of the ward situation was that the 
medical doctor claimed the ownership of treatment regime of the in-hospital patients. 
However, the CONNS was very forthright with her recommendations in treating the 
patient in relation to continence care. There was direct negotiation between the 
CONNS and the doctor and there seemed to be mutual respect during the interchange 
of ideas. Unlike the frontline nurses，the nursenloctor negotiation here did not 
require the intervention of nurse managers, nor the guanxi of the COS as revealed in 
Chapter 5. One might notice that the CONNS used "we", "us" in her conversation. 
The "we" was referring to she and a medical consultant. Dr. H. Dr. H actually was 
a consultant of Geriatrics but he would provide support and medical advice to 
CONNS in relation to continence care. The CONNS said she and Dr. H would meet 
every week to review the cases. Dr. H gave the CONNS medical support in various 
aspects. He would authorize laboratory test forms, but the tests could be ordered at 
the liberty of CONNS. He would see cases when medication treatment was indicated, 
and he would see the CONNS referrals when the CONNS was on vacation leave. 
The CONNS regarded Dr. H as "partner" and used his medical advice in the service. 
Dr. H，the geriatrics consultant, was the alliance of the CONNS in clinical service, 
and not regarded as a guanxi for bargaining, ln fact, in an instance about a dispute 
whether the CONNS was competent to accept referrals from doctors. Dr. H 
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deliberately did not involve himself in the discussion. He fmally intervened only 
because the GMN was on leave. The CONNS described the situation: 
"Dr H taUced to the COS [of the department where the dispute 
took place] directly. It is the concept of this COS that nurses 
cannot do things independently. As a nurse, I can use my own 
credibility to convince them why nurses can do assessment. In 
fact I have taUced to the COS directly. Dr H is in the 
Department of Geriatrics. It is difficult •. he and the COS came 
from different departments and they were equal. Dr H found it 
difficult in his role although he was standing on the side of 
nursing. This case should be addressed by the GMN but she was 
on leave; so Dr H handled this. This case happened in 12/94. 
Now I receive referral from the COS, he begins to accept that 
nurses can manage certain cases.“ 
The team approach of medical and nursing care was also evident in diabetic 
care. The partnership between the NS and the medical doctors was further sustained 
by the reverse referral, that is, the NS would refer the patient back to the doctor if 
she found it necessary. This mutual referral has already been mentioned by the 
CONNS in the above quotation. The following interview script provided by the 
DIABNS further supports this observation: 
"There are now two clinics, Insulin & DM clinic housed by the 
physician, dietician and myself. The physician will see all clients 
for medications. In the process he would refer the cases to the 
dietician or the nurse. We [the dietician and the DlABNS] would 
examine the charts ourselves, if the blood sugar is worse, we 
would not wait for the doctor, we would call on the patient 
directly to assess the situation. I f f o r medications, or diet I will 
refer the case to the physician and the dietician. We would put 
all the information in the folder, hope the communication is 
better. ... There is a compromise, .. • unless I know there is a 
technical problem then all three of us will see the patients, or if 
I identify the need, I'll refer [to the doctor].“ 
The NS referral system was not without hiccups. The consultation of NS had 
not only been doubted by some of the doctors, the nurses themselves had not fully 
acknowledged and maximised the use of the nursing expertise either. The CONNS 
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disclosed: 
"There was one time in a ward, a MO wondered why there ^m 
a nurse there to see the patient. The NO thought the same. They 
thought the patient was in-patient and the patient should be seen 
by the doctor, and not the nurse. I think this is typical, now the 
problem is solved. .. The MO thought [at least] they should be 
informed about all the referred cases. We said it was no 
problem. I think it relates to the relationship between the doctor 
and the ward staff because during ward round the doctors were 
not informed .. The MOs thought that the patient was in the 
ward, and the patients should be managed by the doctor. They 
y^ondered why the nurse would come to see the patient; so the 
MO reported the case to the COS, The COS wondered why his 
MOs did not know the patient was under me. Every time I 
documented after I visited the patient; but ifthe MO did not look 
at it I could not help. The COS then asked if cases referred to 
me should be done by MO. I then explained that our system is 
an open referral system. The nursing assessment can reveal the 
incontinence problems, not just MOs, so nurses also have the 
authority to refer rather than informing doctors. They [the MOs] 
feel that after nurse referral, they would like to be informed. I 
said no problem; the patient is in-patient and the mentioning of 
the referral to the Continence Nurse is fine. The MOs now 
accept it. The documentation is written on the doctor's history 
sheet and I would write Continence Nurse’ notes, then make 
suggestions.“ 
In the above situation, the doctors in that particular department finally 
accepted referral of cases to NS for specialty care. They thought cases should only 
be referred by doctors but eventually the CONNS was able to convince the doctors 
that nurses were also competent to assess patients and initiate the referrals. However, 
according to the NSs, frontline nurses were not used to initiate formal referrals by 
filling in a proper consultation request form. CONNS and DIABNS both narrated 
a similar phenomenon. They told the researcher: 
"Every ward has an area to indicate referral, in principle they 
[the ward staff] should filL in a form. Sometimes I feel nurses are 
too timid. For example, when I am on leave, Dr H will take over 
from me. Dr H receives no referral forms. The nurse just wrote 
'urine incontinence ... 10 ml"; then Dr H would ask what it was. 
They [the nurses] are timid to refer. I would ask them for 
clarification. .. I am busy and do not go up there in 3 days or 
so. If they really need me; they would write a consultation 
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request form. Ward A&B [note: both are medical wards] said 
they were too busy. I said just writing a brief note to me would 
beflne. I keep on saying this is an open referral system; you do 
not need doctors to refer, RN, EN or even students can refer. 
I think the students maybe too timid; usually it is from the Team 
Leader. I said just put a patient label on the form, it doesn ’t 
take up too much time. Some wards are used to it now .. I did 
ask them [the ward staff] why not write referrals [to meJ, They 
answered that it wa5 okay ifthey could just tell me. They would 
just write me ifthey did not see me. “ (CONNS) 
"I accept ward referral .. they [the ward staff] would choose 
patients needing injection for me to see them. Usually the 
referred case is not just for education, there are technical 
problemsfor me to teach. I would fulfill the purposefirst, then 
I would assess other needs of the patients. If I need to see the 
family, I'll do that. Ifthe discharge is imminent, I'll arrange 
OPD follow up. I now receive referrals from both doctors and 
nurses but the former practice is mainly doctor referral. Only 
within these six months I begin to receive nurse referral Nurses 
are not used to this [making referrals]. I encourage nurses to 
refer. “ (DIABNS) 
Frontline nurses seemed to lack confidence in making formal referrals to 
request service from the NSs. It might be because nurses were not sure about their 
own assessment and felt insecure of their own clinical judgement about patient's 
condition. They would prefer the oral tradition way of passing on information, and 
asking for help informally. All the NSs in this study had acted as a resource person 
and given advice to ward staff in a less formal way of networking. For instance, the 
RENNS described one of her experiences: 
"Recently there is a staff in Ward Y telling me that there was a 
patient with A-V (arterial-venous) fistula. The patient had a 
permanent catheter inserted and would be coming to us [the renal 
unit]for haemodialysis. The stafffrom Ward Ywas notfamiliar 
with the dressing. She was scared. I had previously told the 
staffthat she could contact me ifneeded. That evening that staff 
was on duty and she called me..“ 
« 
When formal referrals were initiated, the NSs wrote their clinical notes in the 
same place where the doctors wrote their notes. The correspondence of the NS and 
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doctor in the same charting document signified their equal relationship in the referral 
system. In contrast, frontline nurses wrote on separate sheets and the nurses' notes 
were placed away from the main file of patients' charting. The nurses' notes were 
not made accessible to the doctors and the doctors hardly requested to see nurses' 
documentation. When I was working on the ward, I observed a situation that 
supported the inference that NSs were maintaining parallel positions with doctors. 
I wrote in my field notes: 
"I saw the DlABNS coming up to see a newly diagnosed young 
diabetic patient. The patient was referred to see the Nurse 
Specialist by the doctor. In the patient's chart, the diabetic nurse 
wrote, 'the patient demonstrated Novapen skill.. / would make 
an appointment to see her fin OPD] .. To practice Novapen skill 
under supervision in ward". After the clinical notes of the 
DIABNS, the doctor wrote "to practice [injection] skill on ward -
home until ready”. In this situation I see a mutual respect 
berween the two practitioners - the doctor and the nurse. The 
control of exit point of patient hospitalization still lies in the 
doctor. However the DlABNS could initiate and continue her 
care with the patient at OPD.“ 
In this case, the doctor respected the expert opinion of the DIABNS. He took 
reference the DIABNS's recommendation and reiterated in his notes that the patient 
would not be discharged until the patient had learned the skill of injection. It was 
more common to find nurses copying the doctors clinical notes into nurses' charting. 
In this instance, the situation was reversed. The doctor repeated what the DIABNS 
said in his documentation. The doctor still maintained the authority to discharge the 
in-hospital patient, but he honoured the referral system by taking into account the 
expert opinion he solicited in his conceptualization of treatment plan for the patient. 
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5.3.3 The emergence of a new class of nurse elite - the Nurse Specialists 
The NSs enjoyed the work autonomy and freedom that their nursing 
counterparts did not experience in the frontline. They made clinical assessment, 
arrived atjudgement, planned for the subsequent action and were able to monitor the 
effects of their intervention. The following are the interview transcripts extracted to 
reveal these aspects of the NSs’ work: 
"I can tcdk to patients, and I have time to listen to them, and they 
have time to taUc to me. [When I was working on the wardJ, if 
the patient in the next bed has a physical need, I need to see to 
him right oM/ay. This interrupted the health education session. 
Now I can dofollow up, monitor progress. I can telephone them 
forfollow up, the satisfaction is greater. .. I have freedom to 
plan my work, e.g. not to book so many cases. I can put time in 
cases which are of higher priority. If I see the need I can start 
new services.. there is autonomy and job satisfaction. Ifeel that 
I can do some prevention which I cannot do in ward. The 
relationship with the doctor is different. I have always felt that 
I should not be under the doctor so much. When I reported [the 
patient's condition] in the ward, not everybody thought that was 
important. Now when I report cases, / feel he [the doctor] gives 
me more respect •. and the name of Diabetic Nurse Specialist 
makes the patients feel I know DM [care�.“(DlABNS} 
"There are patients who have been suffering incontinencefor over 
10 years. They did not know that incontinence can be cured. 
Many times I feel most satisfied in dealing with kids with 
bedwetting at night and also the young female patients. I had a 
couple of cases who would never go to gardens with their family 
because they would have incontinence. After training ofpelvic 
exercise, she [the female patient] felt very happy because she 
could go to gardens with kids again. This is a typical case of 
high job satisfaction. Among the old age group, some we can 
help. At the moment, I do not feel I have a successful case where 
the aged can return home from nursing home with incontinence 
cured. This is 'out ofsight, out ofmind' - people take little time 
to attend to old people at home. More often the old people are 
thrown out of home and placed in nursing home. We cannot 
convince the staff[in nursing home] to do toilet training. There 
is recognition of other staffor other people outside the hospital. 
People outside the hospital, if they have incontinence problems 
they would ask me. This include students and other hospital 
staff. There is respectfor my expertise. “ (CONNS) 
"There are dysentery cases recently. There were a total oftwelve 
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occurrences but each ward only had a couple ofthem. I checked 
the laboratoryforms everyday, I then identified the distribution. 
I noted that they all lived in Region T [where HK Hospital is 
located] when I interviewed these patients. I had to liaise with 
the community ICN who was no\v in the Department of Health, 
lfound that all of them have taken seafood. I had to detect, to 
search, to alert wards, to advise them [the ward staff] of the 
preventive precautions, to taUc to HCE [Hospital ChiefExecutiveJ 
for administrative support, to taUc to the supervisors for 
management measures. The GMN did not comprehend infection 
control, but she gave support. The expert advice came from 
Infection Control Officer，Chair of the Infection Control 
Committee. I had to issue recommendations to wards, to see 
reporters. The issue involved people at different levels in the 
wards. I had to educate students and showed them the 
strawberry stool. I had to provide education to the community of 
Region T, inform staffwho are living in Region T, issuing simple 
circular. “ (ICNNS) 
All of the three NSs above have described their work demonstrating that their 
expertise has been recognized by nursing staff, the doctor as well as the patients. 
They could exercise their clinical judgement and work autonomy. There was a sense 
ofjob satisfaction among them. The NSs were not subject to ward routinisation. As 
the DIABNS said，she could schedule her cases according to priority and she could 
initiate to see the patient if indicated. However, the RENNS was not so fortunate. 
The RENNS gave an account of her experience, 
"In principle it [the establishment of the NS] is good. This post 
provides enhancement to nursing professionalism. It gives nurses 
more autonomy and independence. Experienced nurses in the 
field can make decisions, improve quality •. in practice, there are 
constraints. For example, will the NS's proposal be accepted by 
doctors, by other colleagues? Will the WM orDOM agree? For 
the RNs, if they don 't agree, if I say it is a hospital procedure, 
they '11 do it. I f I want to make proposals of change I have to go 
through the WM and DOM. With the HA now the administration 
power is still great. Initially it was said that administration and 
clinical are parallel, Ifeel that it is difficult to do. Ifthe nurse 
status can be raised, it is good. In practice it is not possible. 
Some changes would need equipment, resources, the WM has to 
agree to these changes. Originally these posts [the NSs] are 
supposed to have autonomy, but in practice approval is still 
needed. The doctors may not listen to me. The change has to be 
negotiated with the doctor; the doctor has to agree that the 
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change is possible. .. A NS should be a NS. In practice much 
time is put in the NO work. ... Maybe time is still short. This 
卿 label needs to be recognized by others. It is no usefor you 
to label yourself. It needs to be known by others, to promote the 
establishment and the existence of the person. Otherwise thefirst 
person they [nurses] will ask is the doctor if they encounter 
difficulty. “ (NSREN) 
The RENNS provided an interesting case contrasting the cases of other NSs. 
They all carried the name of NS. However, when the NS was subject to ward 
management hierarchy like the RENNS was, the NS had limited room to manoeuvre 
her clinical expertise. The RENNS, due to shortage of manpower, carried the two 
roles of a NO and a NS. From her account, she was functioning very much like her 
NO counterparts as described in Chapter 3，and that she was subject to dual authority 
of the medical doctor and the management. There were many constraints against her 
functioning as a full-fledged NS like her counterparts. The duration of the 
establishment of this post also seemed to matter. Table 5.4 on the next page shows 
that other NSs have worked in the role for at least 2 years, but the RENNS was just 
granted the NS title for 3 months. Time was required to make her NS work role 
visible to other nurses and the doctors. The case of RENNS reflected once again the 
management power in producing the daily nursing labour was great, and the RENNS 
had to yield her expertise contribution to daily work routine. In comparison, the 
other NSs who were removed from the management hierarchy enjoyed greater 
freedom in their work. 
Mesolevel - Nurse Specialists 182 
Table 5.4 Years of NS experience of the Nurse Specialists 
Years of experience 





The NSs generally experienced the status as an autonomous professional in 
their work, but they also endured a lot of frustration。The frustration came from a 
sense of inadequate time to fulfill the job expectations, insufficient support and 
unclear career prospect. These difficulties were consistently verbalised by all of the 
NSs. They said, 
"Sometimes there is no support. My partner now is Dr. H, but 
he is consultant of Geriatrics. He cannot give too much guidance 
to me. The GMN let me go, as long as I feel I know what I am 
doing, and let her know what I am doing; then J go on with what 
I am doing. If there is enough time to think what I should do 
then it is okay; but time is very tight. After clinic, I have to do 
this and do that. There is not much time for future planning then 
Ifeel relatively frustrated. If there are problems, I don 't know 
how to ask for help because there is nobody to ask for help. If 
there are big things I'll ask the GMN. During work when I am 
in low tide, e.g. not in the mood, or i f I am always seeing cases 
with not much improvement .. or possibly sometimes there is 
feeling offailure, there is nowhere to voice out. .. there is no 
future after NS because in HA the road ofNS is not clear .. HA 
itself says there should be a consultant of NS, and we ask 
whether there is a consultant of its own specialty, or whether an 
overall Nurse Consultant overseeing all NSs; they cannot answer • 
us .. ifthe NS is removedfrom wards this person is an alien. If 
NS remains in the ward, she would carry the name of NS, then 
all she does would be the w^ork ofa NO or WM. The pathway is 
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not clear. Whether the NS would be accepted by others depends 
on the existing NSs and what they have done. Nurses have a 
great problem that we like to step on our own people; I do not 
understand .. they would wonder what is so special about this 
group of people. Evidently NS hasn 't done research, people do 
not know what you do. .. It is not just by tcdking. For example, 
if you are in geriatrics for ten years. Now you become a NS, 
how does it differ as compared to when you were not a NS 
before. I think the NS needs to break through to let people think 
you are a special group ofpeople. You need research to backup; 
it is related to the quality of this group ofpeople. ... Why were 
there so many people after acting as NS for a short while and 
they left? It is because the road in front is too dangerous, too 
many obstacles, and there are not many people who recognize 
them. .. There are many people ask why I do not come out to do 
management. Ifeel I like patient care rather than management， 
but I don 't know; maybe now I say it, I might change. I feel I 
have done something; but Ifeel I am starting from zero. Other 
specialists maybe better, e.g. the DM specialist, I taUced to her. 
Other people learned about DM, .. but for continence I only 
started in 93. Now in other hospitals there is not a continence 
nurse as yet. If every hospital will start the service it would be 
better [there will be more recognition]; now it is like drilling the 
wall ... needs some breakthrough, hopefully we can continue to 
strivefor it. “ (CONNS) 
"It is very hard work. When I report, they [the administration] 
say it is good, and urge me to keep it up. But it is only verbal 
support; the material support is not there. ... I work long hours. 
In the ward, after work, the time is mine. I do not take patients 
home; now I take work home though not the real patients. There 
is more mental work, Supportfrom hospital is not great. Some 
patients are not receptive to teaching .. when there is sharing 
within the team, even though the members come from different 
disciplines, I gain support. “ QDlABNS) 
"There is less appreciation, support from administration .. and 
the monetary reward is not particularly attractive .. there is not 
a good prospect; the future is not clear. It depends on 
qualification, and performance for the future. The demand on NS 
is great while the reM>ard is too little. The NS needs to be strong 
in knowledge, character, and she needs to be independent. With 
such qualification one can easily take up the job of a NOfWM 
without problem. However the pay [ofthe NS] is NO plus $1500 
which is not much. Now a degree is required. The attraction of 
being a WM is great; and the WM has the route to be promoted 
to the DOM. The [NS] work itself is challenging, gives clinical 
stajf room for development, but the reward is little ... the pay 
does not match [with the kind of work delivered]. ... I need to 
sell myself in helping others; I need to do research to show 
others. In nurse training, a lot ofareas have not be taught, and 
one needs to be further developed. “ (NSICN) 
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The NSs were mainly working by themselves, and they were lacking a strong 
network of professional and personal support. CONNS and DIABNS indicated that 
they gained support from colleagues from other disciplines, but the nursing support 
was lacking. The CONNS shared the view of the RENNS that they needed to 
publicize their work to other people before gaining recognition. In this regard, the 
CONNS had an advantage over the RENNS by having a longer history of work. 
However the CONNS still felt that the work was difficult, and she urged strongly for 
the undertaking of research work by NSs in substantiating their work and "doing 
something different. •, The unclear prospect of NSs was expressed by the informants 
and frequently the NS career was compared to the management line. At the moment, 
the HA has not formalized any career path for the NSs. The establishment of the 
Nurse Consultant post was discussed, but nothing was confirmed yet. The NSICN 
has explicitly pointed out that the renumeration of NS was less than the WM, but the 
requirement for academic qualification was higher. (Please refer to Appendix 6 and 
7 for a comparison of the appointment specifications of the NS and WM.) The 
appeal to move from NS to management stream existed and had been considered by 
some NSs. 
5,4 DISCUSSION 
5.4.1 Legitimation of the work of the Nurse Specialists in the hospital 
The positions of NSs were established since the advent of the HA. Betore 
the era of the HA, some experienced nurses were executing tasks similar to the work 
of NSs. However these nurses were not formally recognized by the organization, 
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their work did not resemble the full expression of a professional. With the formal 
establishment of NSs in the system, the work of the NSs are now legitimized and is 
signified by several features. First, by their "acts of professional practice", a term 
I borrowed from Andrew Abbott (1988). Second by the formal referral system 
operating in the hospital. Third, by their dismissal from the daily routines of hospital 
work that the rank and file nurses are subjected to. 
The acts of professional practice according to Abbott (1988) are comprised 
of three modes, to classify a problem (to diagnose), to reason about it (to infer), and 
to take action on it (to treat). These three procedures help to connect profession and 
work. The description of their work accounted by NSs manifested that they were 
involved in all of the three professional acts. They all assessed the clients' needs, 
made professional judgement and recommended regimen of treatment. For instance, 
the CONNS would identify clients with stress incontinence and decide that bladder 
training was required for intervention. The ICNNS would locate the source and type 
of infection and issue infection control protocols for the staff to follow. The formal 
positions of the NSs granted them power in the organization to make claims and to 
control work in their area of specialty. These claims are jurisdictions, and the ability 
to retain jurisdiction is professional power (Abbott, 1988). The connection of 
professional knowledge and power is recognized by Eliot Freidson (1986) as a 
phenomenon he phrases as "institutions of professionalism." 
Freidson (1986) explains that human institutions help to mediate between 
knowledge and power. The institution creates and sustains positions to be occupied 
by professionals. These individual professionals then have access to power. By 
virtue of their formal positions in the institution, and their possession of formal 
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professional knowledge, the professionals exercise their powers, and shape the 
organization of human institutions and dominate others as objects (Freidson, 1986). 
Freidson's viewpoint has illuminated the significance of the establishment of the NSs 
positions in the hospitals. As revealed by ICNNS and the DlABNS, they or their 
, predecessors had been doing similar work before but they were not treated as 
specialists of the subject matter. Now their status as nursing experts has been secured 
with the formalization and legitimization of their work and NS position. In other 
words, the professional expertise of these NSs are socially constructed. The division 
of labour, separating these elite nurses from the rank and file nurses is of a social 
type. 
The social division of labour has created a new set of role in nursing, the 
NSs. According to Berger & Luckmann (1966)，the construction of role typologies 
is a correlate of the institutionalization of conduct. It means that institutions are 
embodied in individual experience by means of roles. The roles represent the 
institutional order and each of the roles is standing in relationship to other roles. The 
individuals participate in the social world by playing roles. By internalizing these 
roles, the social world becomes subjectively real to them. At the same time. the roles 
are then objectively presented to the social world. The analysis of roles can then 
reveal "the mediations between the macroscopic universes of meaning objectivated 
in a society and the ways by which these universes are subjectively real to 
individuals" (Berger & Luckmann, 1966, p.95). Since the roles appear as 
institutional representations, the typology of specialists manifests the tasks need to be 
fulfilled in the institution (Berger & Luckmann, 1966). The conception of role 
purported by Berger & Luckmann helps to elucidate the existence of the four NSs in 
HK Hospital. 
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The designation of the four areas of specialty was somewhat arbitrary. At 
the time of the study, there were only four NSs established in HK Hospital. 
Actually, the HA has proposed a list of areas that the post of NS can be established. 
This wil l be further elaborated on pp.235-236 in Chapter 6. As Berger & Luckmann 
have suggested, roles represent an entire institutional nexus of conduct. There are 
reasons why these four NSs specified here were designated by HK Hospital. 
The shadow position of the ICNNS and DIABNS existed for a number years, 
so that was logical for the ICNNS and the DIABNS to continue the job and be 
presented as NSs. The CONNS was established because the HA wanted the waiting 
time for this client group with (in)continent problems to be cut short. The RENNS 
was granted the job title, but she was the only NS who was not completely removed 
from the control ofthe management hierarchy. Consequently, she had to put in about 
half of her time in ward administration as a NO. The role ambiguity of the NS and 
nurse manager as exhibited by the RENNS was also found in a study by Duffield, 
Pelletier, & Donoghue (1994) carried out among several hundreds of unit managers 
and NSs in Australia. The authors argue that the burden of NSs with managerial 
responsibilities causes confusion of role and is costly. They urge for a clear 
delineation ofthe specialist and the manager roles so that they are complementary and 
collaborative with each other. 
The scope of specialist nursing practice in this study was defined by managers 
rather than nurses themselves. The researcher was told by the managers in the HK 
Hospital that the NS posts were established based on the priority service required by 
HA, and the resources available to individual departments. There was little doubt 
that NSs were needed in areas other than the four specified ones，but the main 
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determining factor was resources. The establishment of a new post meant extra 
budgetary burden. This brings home the phenomenon of "ideological 
proletarianization" where the professional loses control over the goals and social 
purposes to which one's work is put. The NSs are powerless in choosing or defining 
the disposition of their work in the market, and the social policy of the organization 
which purchases their labour (Derber, 1983; Murphy, 1990). However, all of the 
NSs, probably with the exception of the RENNS, did not have to endure extensive 
"technical proletarianization". 
Derber(1983, p.315) has portrayed two stages of technical proletarianization. 
First is the "subjection of the workers' hours and place of work to external control", 
and second，the "routinization of the work itself according to management plan." 
Unlike the rank and file nurses, the NSs were removed from the nursing management 
hierarchy and they were less subject to the control of the nurse managers. One can 
compare Figure 5.1 ¢.157) to Figures 3.4 ^>.68) & 3.5 (p.69) and it can be noted 
that the levels of hierarchy among nurses in different capacities as perceived by the 
NSs were flatter. The NSs were relatively free from the nursing hierarchy, thus 
enjoying comparatively higher work autonomy. In actual work situations, the NSs 
were not governed by daily routines. As the DIABNS and the CONNS disclosed, 
they had the freedom to decide on the appointment schedule of the client consultation 
sessions at the OPD clinic. The ICNNS also did not have a fixed schedule for her 
work. The RENNS however was to an extent subjected to ward routines, but she 
could visit the patients in other wards at her own liberty or on request from other 
units. Abbott (1988) alleges that the moving away from direct and routine client 
involvement was a phenomenon he calls "professional regression." 
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Professional regression is an aftermath of internal differentiation within the 
system of professions. In narsing, the NSs differentiated themselves from the 
frontline nurses through withdrawal from the routine work. The frontline nurses and 
doctors would make the first contact with the clients and then refer patients to the 
NSs if necessary. The referral is an act requesting for a professional service where 
only expert knowledge is called upon. In other words, the consultant will only 
employ professional kjiowledge alone in client consultation, and they will not be 
disrupted by daily routines. For instance, the DIABNS said when she was working 
on the ward, she wanted to provide diabetic education to a particular patient. 
However, her teaching would often be interrupted by neighbouring patients asking 
her to fulfill other nursing tasks. The DIABNS said now she could spend the time 
in a more flexible manner, and she could schedule less patients to come to see her if 
she felt that some patients would require more time for counselling. Abbott (1988) 
argues that professionals receiving referrals from other professionals are actually 
having their status advanced through "professional regression," that is moving away 
from routine and direct client involvement. These professionals receiving referrals 
from other professionals, only work in the most purely professional environments, 
ln these environments, knowledge alone is employed and these professionals, 
according to Abbott (1988) receive the highest status ranking among their peers. 
The NSs, as revealed in the interview, were very eager to establish the 
rationalization of their work through research. They thought research could help 
them decide on care regimen, and evaluate the effect of certain interventions. The 
effort in research was meant to be an attempt to develop an independent body of 
knowledge so that there would be a scientific base for claiming autonomy in one"s 
work. However, Dingwall (1974) remarks that "doing nursing research" is itself a 
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social phenomenon. She tends to be less optimistic about the effect of nursing 
research in releasing nurses from the subordination of doctors. The value of research 
however is regarded by nurses elsewhere to be an important strategy to develop 
"social and cognitive legitimation" for a newly developed discipline like nursing 
(Elizinga, 1990). This conviction seemed to be shared by the NSs in this study as 
well. 
In spite of the fact that the NSs worked in the professional environment, and 
that they strived to secure the legitimacy of their knowledge, the NSs in this study 
did not seem to enjoy a particularly high status among the nurses. Interestingly, it 
seemed that it was the nurses who were less ready to consult the NSs, and not the 
doctors. As discussed earlier, some doctors did have their doubts in consulting NSs, 
but later on that was resolved. For nurses, they seemed to remain hesitant in making 
formal referrals to the NSs. They often consulted the NSs in a casual manner. The 
formality of the referral system was less exercised by nurses themselves. This might 
be an indication of a lack of confidence among the general nurses in regard to the 
expertise possessed by their peer NSs. The rank and file nurses might relate their 
own experience in the ward, and as discussed in Chapter 3，they were still subjected 
to medical dominance. In this regard, they might hold the conception that nurses 
were subordinate to doctors in treating patients. The RENNS did express that if the 
image of her presence was not strengthened, people tended to go to the doctors to ask 
for information and clarify questions and not her. Another possible reason why 
frontline nurses had not made full use of the formal referral system was that the 
frontline nurses lacked a confidence in their own professional judgement. The nurses 
might be uncertain about their clinical inference, and were afraid of committing 
themselves to official referral request. Instead, nurses inclined to consult the NSs 
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informally. 
As the frontline nurses are labouring at the production of nursing work, 
which is subject to routinization, management and medical authority in daily work, 
the NSs begin to differentiate themselves from their peers by taking charge of certain 
specialty areas of nursing work. During the process of differentiation, they redefine 
the boundaries of nursing, and advance the practice of nursing from rank and file 
work to autonomous nursing practice exercising expert judgement and sophisticated 
client intervention. This differentiation of nursing work is a strategy to 
professionalize nursing but only a smail number of nursing elites will be created from 
this, ln the following paragraphs, I would present the advanced nursing practice as 
a means to differentiate nursing into higher level professional work. 
5.4.2 Differentiation of nursing practice - Advanced Nursing Practice 
The differentiation of nursing practice is gradually becoming a current trend 
of nursing development in many countries. The differentiation tends to be taking two 
completely different, yet complementary, routes. This is the phenomenon of 
proletarianization and professionalization of nursing. The development of HCAs is 
a measure of proletarianization of nursing which has already been discussed in 
Chapter 3. Another path is uplifting the status of nursing by both promoting nurses 
to management positions and creating an advanced grade of specialist practitioner. 
The development of nurse managers has been discussed in Chapter 4. Here. I shall 
concentrate my discussion on the establishment of specialist practitioner in nursing. 
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A large scale project reforming nursing education in United Kingdom is now 
taking place. It is called Project 2000. Its plan is to provide all nurse students with 
a general training, then channelling them to specialty area of practice. The 
background of Project 2000 was a response to the "anticipated patterns of 
demographic change, an increasing government policy emphasis on cost-effectiveness 
and value for money, as well as a shift towards the community provision of health 
care and an increasing concern with the prevention as opposed to the treatment of ill-
health" (Startup & Wilson, 1992, p. 1). Student nurse training will be removed from 
the exploitation as "pairs of hands" on the ward, and will be supernumerary during 
the training period. All student nurses would study a common two-year foundation 
programme with specialisms developing after that. The Project advocates for a single 
level of registered nurse through a three year training programme. The "new nurse" 
is expected to possess a higher and broader level of competencies in all aspects of 
hospital and community nursing. They will act as team leaders in many situations, 
and be fully accountable for all decisions made in regard to patient care (Ranada, 
1994). 
American nurses also recognize the importance of differentiation in practice, 
but they adopt a different perspective in viewing the matter. They maintain a basic 
general nurse education program. The differentiation will be developed after the 
generic education, requiring further education and work experience. The American 
Academy of Nursing at its fall 1990 meeting entitled "Differentiating Nursing 
Practice: The twenty-first century" stressed the importance of clearly distinguishing 
the levels of education, experience and performance among the various categories of 
nursing personnel and also establishing salary scales commensurate with these 
differences (Moloney, 1992). 
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In concurrence with the discussion of differentiation of nursing work, the 
recurrent theme of discussion is the urge for the affirmation of an independent nurse 
practitioner. One of the more general orientations in addressing autonomous 
professional nursing practice is the development of Advanced Nursing Practice 
(ANP). In the United States, ANP practitioners mainly refer to the Nurse 
Practitioner and the Clinical Specialist (Keane & Richmond, 1993; Huch, 1995). 
However, the United Kingdom Central Council (UKCC) in UK defines ANP as the 
embracement of nursing practice in management and leadership, quality assurance, 
practice development and research. The UKCC distinguishes ANP from nursing 
specialty practice (Castledine, 1994). The discussion here will adopt the term ANP 
in a rather loose sense to include all those nurses who occupy a leadership position 
in practice, either in clinical specialty, or in coordinating care. 
According to the denotation of ANP specified here, there are various versions 
of APN practised in different countries. In Canada, van der Horst & Patterson 
(1993) report the emergence of the Expanded Role Nurse (ERN). The ERNs are 
independent nurse practitioners who assess and manage illness, promote health, and 
prevent disease in the community. Hanrahan(1991) observes that the greatest impact 
on nursing is when nurses become coordinators of care in the case management 
system in the United States. As a case manager, the nurses become the "engineer" 
of care, fine tuning and adjusting the standard of patient care. This process moves 
nursing away from its traditional functional role to the role of an educator, advocate, 
and coach. In the United Kingdom, a newly expanded role of the nurse is also 
acknowledged. The "New Nurse" seeks to assert its unique contribution to healing, 
challenging nursing's traditional subordination to medicine and the bureaucracy (Hunt 
& Wainwright, 1994). Hunt (1994) alerts that nurses used to think of themselves as 
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people providing service where there is always a place ready for them in the health 
care scene. Now nurses have to view nursing in terms of labour, a commodity in the 
free market. The upgrading of skills of nurses to become specialists is a way to make 
nursing more marketable. 
Market need is defined by societal needs in the health care industry, and 
many nurse leaders have urged nursing to respond to these evolving health care needs 
(Moloney, 1992;Keyzer, 1994). The professional goal ofthe majority of practising 
nurses is to achieve independent practice and interdependent practice, sharing work 
partnership with other health care team members (Moloney, 1992). An example of 
the form of practice in the realization of these goals is the nurse-run or nurse-
managed clinics. In the British model, the nurse-run clinic is housed by a nurse 
practitioner or a specialist clinic nurse. The range of services encompasses clinics 
for asthma and diabetes assessment and care, well women checks, well person clinics, 
foreign travel vaccinations diaries and schedules, immunisation and vaccination 
sessions, home visits and checks for elderly clients (Richards, 1991). Similarly, there 
are over 150 nursing centres throughout the United States providing independent 
nursing services in illness prevention and rehabilitation, counselling and health 
promotion (Moloney, 1992). The evolution of nursing into what is called "Advance 
Nursing Practice" is actually a response to the social demands for increased access 
to affordable, quality, primary health care and to the specialized nursing care 
requirements of patients that need complex care and early detection ofcompIications 
(Keane & Richmond, 1993). Besides the contemporary market need of the health 
care industry, the development of ANP corresponds very well with the aspiration of 
the nursing profession to achieve the autonomous and independent status in practice 
(Moloney, 1993; Kermode, 1994; Castledine, 1994). The curative aspect of health 
Mesolevel - Nurse Specialists 195 
care mainly belongs to the domain of medicine for the nature of doctors, professional 
training is to diagnose and treat illness. The confinement of nursing practice in the 
hospital environment where cure is the principal goal will only perpetuate nurses 
functioning in a subordinate role under the medical division of labour. The extension 
of nursing practice in primary and tertiary level of health care can release the 
enormous potential of nurses in the aspects ofhealth promotion and rehabilitative care 
(Percival, 1989; Moloney, 1992; Huch, 1995). The work of NSs discussed in the 
Chapter exhibited how the nursing potential can be maximized when nurses practise 
in a less curative-oriented sector of health care. 
The Advanced Nurse Practitioners are notjust general nurses with experience 
in the area of specialty. They are required to be equipped with higher level 
education. In Hong Kong, as shown in Appendix 6，NSs are required to possess a 
basic degree plus specialist training. This expectation is actually quite modest as 
compared to the United States which requires the Clinical Nurse Specialist to be 
prepared at Master degree level (Sparacino, 1990). However the local requirement 
is commensurate with the nursing education system in Hong Kong which just began 
its own degree program in early 1990s. The graduate studies in nursing have just 
started these few years, a couple years after the introduction of the basic degree 
program. Compared to their fellow general nurses, the NSs are a group of Advanced 
Nurse Practitioners that are required to have a higher qualification. This signifies the 
uplift of a small number of nurses to a level higher than the general nursing majority 
and there is deliberate effort to link professional status to education. 
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CHAPTER 6 
MACROLEVEL - HOSPITAL AUTHORITYAT WORK 
6.1 INTRODUCTION 
In this chapter, nursing work happening at the macrolevel wil l be explored. 
The macrolevel here implies a level that forms policy and asserts its institutional 
value upon the frontline personnel at operation level. The sources of data collected 
at this level included an interview with a key informant, the GMN of HK Hospital, 
and various documents from HK Hospital and HA. The 95-96 Business Plan of the 
Central Nursing Division (CND) ofHK Hospital was examined complementary to the 
interview transcript of the GMN. A Summary Report on New Direction in Nursing 
ofHA (Hospital Authority 1994a) and 94-95 Year End Report on Nursing ofHA 
(Hospital Authority 1995a) were analysed. Two important reports were also 
reviewed to supplement the information deliberated in the Year End Report. They 
were the Report ofthe role delineation study of Ward Manager, Nursing Officer and 
Nurse Specialist (Hospital Authority l994b) and lnterimreporton manpowerplanning 
and the development ofmanpower indicators in HospitalAuthority (Hospital Authority 
(1994c). I shall begin my discussion here by giving an account of the direction of 
nursing work taking place at the top hospital management and HA levels. Then I 
shall compare and contrast the various sources of data, exploring how the dynamics 
of this macrolevel shape nursing and its work and how the nursing profession is 
enabled and constrained by these forces. Yet at the same time the macrolevel 
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orientation is being shaped by forces external to the health care scene. At the end, 
I shall draw the discussion together by examining the findings in the light of 
sociology ofwork and professions, as well as sociology of education where education 
is seen as an important regulatory strategy of the nursing profession. 
6.2 THE WORK OF THE NURSE EXECUTIVE IN HOSPITAL 
The position of GMN represents the highest nurse executive figure in a 
hospital. A sample of the recruitment advertisement in regard to this job position 
(see Appendix 9) can help to highlight the responsibilities of this person. The 
interview with the GMN of the HK Hospital revealed a similar work configuration 
in reality. The GMN headed a CND unit in the hospital. The CND was housed by 
1 SNO assisting daily duties, 3 NOs concentrating in the areas of Research, Quality 
Assurance, and Staff development. In addition, there are 4 NSs whose work has 
been discussed in last Chapter. Each year the GMN had to formulate a Business Plan 
for CND. In the analysis of the work of this nurse executive at hospital top 
management level, the information from the Business Plan will also be used in 
conjunction with the interview transcript. The GMN has not provided a copy of her 
SDR and said it would be the same as the Business Plan. 
The GMN in the HK Hospital had 36 years ofworking experience as a nurse. 
Her career development was gradual, steadily advancing from RN, NO, SNO to the 
GMN position. She had attained multiple certificates and diplomas in clinical and 
management courses. Her area of work involvement is displayed in Figure 6.1 and 
a comparison of the ideal and actual work allocation is depicted in Table 6.1. A total 
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of 10 areas of work were identified by the GMN. They consisted of Training and 
development. Human resource management. Management of departments. Hospital 
management, Communication, Meetings, Quality improvement. Professional advisor, 
Research and HA nursing direction. These areas of work could be further collapsed 
into five large categories namely: Human resource management and staff 
development; Management of departments and hospitals; Quality improvement; 
Research and Professional development as well as Communication. The targets of 
the Business Plan set by the GMN for the CND, as depicted in Table 6.2, 
corresponded with the day-to-day work depicted by the GMN. Figure 6.2 displays 
the perceived measure of control between the GMN and other closely related health 
care workers identified by her. 
Table 6.1: Actual and ideal work distribution of GMN at macrolevel 
(ideal percentage in brackets) 
Training and development 10.0%(15.0%) 
Human resource management 5.0%( 3.0%) 
Management of departments 10.0%( 7.0%) 
Hospital management 20.0%(20.0%) 
Communication 10.0%( 5.0%) 
Meetings 20.0%(20.0%) 
Quality improvement 10.0%(10.0%) 
Professional advise 5.0%( 5.0%) 
Research 5.0%(10.0%) 
HA nursing direction 5.0%( 5.0%) 
TOTAL 100%(100%) 
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Figure 6.1 : Reported actual distribution of GMN's work 
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Table 6.2: Summary of the targets of the Business Plan set by the GMN 
Human resource management and staff Management of departments and hospitals (7) 
development (9) Increase productivity of service. 
hnprove discharge planning. 
Promote staff relationship and morale. hnprove community liaison and care. 
Team spirit building activities. Support special programs such as Geriatric 
hnplementation of preceptorship scheme. Assessment Team, Puknonary Care Program. 
Re-design orientation program. knprove medicaJ supplies. 
Continue with China connection, such as hnprove facilities such as storage system, checking 
exploring possibility of exchange programs. facilities, air~conditioning in various 
kaprove student training. departments, 
taiprove staff relation. Team building. 
Suppon staff in stress. 
Assure infection control measure. 
Quality improvement (4) 
Coordinate and monitor CQI activities. 
Organise research studies, 
hnplement training and education activities. 
Professional development (4) hnprove patient care in various client groups. 
Develop and implement a 'HK Nursing Model，. 
Establish 7 Nurse Specialists. 
Promote Case Management working model in Communication (2) 
community based nursing. hnprove communication network. 
Re-engineering nursing practice in patient care Establish patient resource centre and hotline 
delivery. services. 
Total number of set goals =26 
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6.2.1 Human resource management and staff development 
The GMN spent 15% of her time in human resource management and staff 
development. Human resource management involved participation in recruitment, 
promotion and discipline of staff. However the actual hire and fire power lay with 
the manager of individual departments. The GMN expressed a sense of loss at the 
beginning of this structural shift of responsibility. She said, 
"Manpower I can 't control it is all delegated to each 
department. In our position, they discuss the change, sometimes 
we provide opinions and they inform us. Now it is through COS 
and HCE that the decision is made, the feeling is not so good. 
We are informed ofthe change, and we fiinction like clerks. We 
only change our records, there is a lot offrustration.“ 
However，the GMN expressed that she agreed with the devolution of power 
to the departmental level in health care reform. During this transitional period of 
change, she said she tried to maintain a strong link with the DOMs so that she could 
provide professional advice to them. She regarded herself as a nurse leader in the 
hospital, influencing nursing professional practice in spite of the fact that she had no 
direct power over the staff, such as regulating the pay rise. The GMN was fully 
aware of her position in the new structure. She capitalized on her influence as a 
nurse leader, but not an administrator in the hospital. The GMN elaborated: 
"Now HA delegated responsibilities saying that the DOM should 
have her own power. I have no problem for we [the HK 
Hospital] have been doing this. I agree with this concept. .. • of 
course the conventional management style is like parenting, not 
trusting other people's decisions. This kind of conflict is 
problematic. ... Now with the change ofsystem, when exploring 
on our existing work position, all ofa sudden there is a feeling 
of losing something. Superficially it looks like the power [of the， 
GMN] is gone; there is no direct power to decide on others ‘ 
increase of pay. I accept that they [the DOMs] do not come to 
me any more. Even if some of them come, I have to encourage 
them to go away and taUc to the COS instead. Itfeels like there 
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is a vacuum. This post [GMN] is very new； other people in the 
hospital are not synchronized with the change, so still I have to 
direct the DOM, in principle it should be the COS. Some people 
[DOMs] are enjoying thisfreedom, yet professionally they are not 
right, and they go too far. In order to maintain this relationship, 
I happily receive these responsibilities [to keep a professional link 
with the DOMsJ.“ 
An essential area complementing the work of Human Resource Management 
is Staff Development. Staff development included arranging in-service training 
programs and building up staff strength. The GMN said it was an area that they had 
been doing. Ideally，the GMN would like to reduce her focus in human resource 
management and increase the effort in staff development by one-third. This intent 
was deliberated in the Business Plan. Accompanying the set targets was a budgetary 
plan. The translation of the goals with resource support seemed to have placed the 
objectives in more concrete terms. This is different from the middle managers. The 
WMs and DOMs could also set their goals for their units, but they had to negotiate 
with the COS about the resources and these would be considered within the budget 
of the entire department. The GMN however owned an independent unit, the CND, 
and she could plan a budget solely for the expenditure of this unit. 
6.2.2 Management of departments and hospitals 
The GMN supervised a couple of departments that were not affiliated to any 
unit in accordance with the medical line of division, such as Department of Medicine, 
Surgery, Obstetrics and the like. The two outstanding departments were Community 
Nursing Service (CNS) and Central Sterile Service Department (CSSD). The GMN 
explained why she contended that the two departments should be put under her: 
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"During restructuring, CSSD and CNS do not have any COS. I 
insist that they should come under nursing. CNS itselfis nursing. 
CSSD is being de-nursed originally. I f I have to teach them [the 
general staff] sterilisation，the nurse would assume a consultant 
role, and the [general] manager will run the department. I feel 
it is difficult, if one [the nurse] is acting as a guest. If there is 
no authority it is difficult to maintain quality.“ 
The GMN maintained that nursing service should come under nursing，so she 
kept CNS under her management control. Also, she recognized the importance of 
formal authority in maintaining the quality of the CSSD unit, so she insisted the 
CSSD should be placed in CND. Besides managing the two units, the GMN was also 
involved in general hospital management, sharing the responsibilities of the HCE. 
The GMN depicted the picture, 
"I share hospital management, assist HCE to oversee certain 
non-nursing departments, influence hospital policy. The HCE 
and I also discuss nursing manpower and management issues 
related to nursing, e.g. whether we should employ nonnurse to 
draw blood, to start new programs etc. If in conflict, I try to 
convince him. I f I f a i l , then I have to give way. It is important 
that I have to really raise the key points ofthe questions. .. The 
relationship is mainly negotiable, I call it 'soft autocratic', one 
can discuss, consult but softly, the pressure is there to press one 
to do things. He signs my SDR, afterwards, he would taUc to the 
DD(OP) [Deputy Director (Operations) ofHAJ.“ 
The GMN described her working relationship with the HCE as a negotiable 
one, but it seemed that the equal partnership was somewhat disturbed by the fact that 
the HCE was her immediate supervisor who wrote her performance report. This 
hierarchy is also reflected in Figure 6.2 on p.200. The GMN tried to influence the 
HCE in formulating hospital policy that concerned the maintenance of the standard 
of nursing practice in the hospital. 
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6.2.3 Quality improvement 
The GMN placed about 10% of her work in quality improvement. In the 
interview, the GMN repeatedly emphasized her role in maintaining good standards 
of nursing care in HK Hospital. She had allocated a NO to take care of the area of 
Quality Assurance particularly although the GMN commented that Continuous Quality 
Improvement (CQI) was "nothing new”. She felt frustrated that a lot of people were 
taking CQI as "a new specialty". She also remarked that CQI should not be a locus 
of concern of nursing alone, but inclusive of other disciplines. 
The GMN said she depended very much on the DOMs to implement quality 
care and uphold standards on the operation front. At the same time she and the CND 
would maintain the credibility and authority to influence them. The GMN narrated: 
"I stillfeel CND should maintain some credibility and authority， 
so that the DOM can maintain standards. They (the DOMs) are 
obliged to do it. Ifthey get into trouble and then come back, it'll 
take double time. The cooperation is important, but human 
beings are lazy, so w^ need authority, ... We depend on the 
DOMs to bring nursing issues, standard, attitude [to staff]. We 
have clearly told them what, but how they receive the message 
and how the message is transmitted is not within our knowledge. 
For instance when we first hired some HCAs, we always 
emphasized that you cannot forget to assess the patients. All 
nursing activities are infact nursing, all nurses，duties. But now 
we are very busy, care becomes more high-tech, that is why we 
can pass the low-tech simple work to the less-skilled workers. 
They might think of it from the other way around. They would 
identify that these tasks belong to HCAs, these belong to the 
nurse. It does not appear to be wrong. For example, bathing -
Does all bathing belong to HCAs? You have to consider 
patients ‘ conditions and see whether what should be done by 
nurses, what should be done by HCAs. Usually they [the nurses] 
simplify things, jumping to conclusions saying that bathing is 
HCA, bedpan is HCA. They cannot bring your ideas that 
assessment is important for decision. This is long-winded, it is 
why nursing process is still not quite right because in thoughts we 
are lazy. One does not want to hear planning and assessment. 
In saying so, it already occupies two processes out of the four 
[stages of the nursing process, i.e. assessment, planning, 
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implementation, evaluationJbefore the implementation phase, still 
there is evaluation following implementation. Normally we only 
speak of implementation. In their concept it is adding three more 
blocks instead of viewing it as a process logically divided into 
four compartments; mentally our people are still not geared into 
this understanding. A lot of people still are not clear .... I 
cannot ask them [the DOMs] to attend classes, they already have 
background knowledge. We can only discuss; but their 
interpretation is very crucial. If their interpretation is not right, 
it is difficult. There is something I can 't give in. For example, 
not making bed every morning. The ill person is in bed for 24 
hours. Sometimes the DOMs will come back and raise opinions. 
Ifthey are rational, I'll give in .. They can insist, for example, 
[not] making beds. But I would audit and ask why they would 
not make beds. There is patient feedback, letters from them. I'll 
openly say in Nursing Committee that it is a policy. They 
deliberately violate policy by [not] doing so; and the SDR is 
written by me. Writing SDR is very time consuming, I have to 
taUc to the COS; but this is the only thing I can hold on if not 
they '11 be offhand. Many people [other GMNs] want to give up 
the SDR. I thought of it myself. Now I am the second manager. 
Professionally I'll add my opinions, if only by line function it 
does not work. The Provisional HA Report suggested this 
arrangement [dual report - both the COS and the GMN will write 
the report of the DOM.]. The managers have the bonus. If the 
SDR is exceptionally good, they would have 2 increments. If 
exceptionally bad, the increment can be withheld.“ 
The definition of quality care, as revealed from the quote above was derived 
from the nursing process, a scientific problem solving process adopting the 
mechanism of assessment, planning, implementation and evaluation in nursing. The 
decision of the nursing measure in this regard was underpinned by professional 
nursing judgement. When I was working in the HK Hospital, there was regular 
workshop offered to staff by CND strengthening the assessment skills of nurses. 
There was also a Nursing Protocol Committee compiling sets of guidelines governing 
the standards of various nursing interventions. A copy of the Protocol was available 
on the ward, although I did not notice any staff using it. I used it myself when I was 
teaching the students, and it was a convenient reference to practice. However, the 
standards could only be regarded as references for in clinical situations modifications 
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of the procedures had to be made. 
The GMN recognized that there could be different interpretation of the 
standard, and she emphasized on the importance of the reasoning and strength of the 
arguments presented. The GMN acknowledged that her direct bureaucratic control 
over the DOMs was an effective measure to make sure that quality care as agreed by 
her and the CND was ensured. The bureaucratic control was mainly exercised 
through the SDR, a Staff Appraisal system instilled by HA. Eventually this SDR 
would have influence on the salary increment points of the DOM. The GMN could 
also exert her nursing power by formalizing certain ways of doing things in the 
institutions. This was achieved through "auditing" - a mechanism monitoring the 
standards of practice against prescribed measures. 
6.2.4 Research and Professional development 
The GMN placed about 15% of time in Research and Professional 
Development. Like QA, the GMN had employed two NOs to attend to the particular 
areas of Research and Staff Development. As disclosed in Table 6.1 on p. 199, the 
GMN would like to double her work contribution in research ideally. She felt that 
she was not adequate and did not have the time to do research. She regarded 
research, like QA, as not "new" to nursing. The GMN said CQI was just like 
research. However, under HA, she would like to free a special team in doing 
research eventually. The GMN explained the importance of doing nursing research: 
"In the long run, [nursing isj more scientific-based, more logical. 
..Research ... I feel inadequate, we need to look for more •. I 
feel that NS should not be under COS. Professionally they 
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should come under me. Clinical preparation is my worry, I 
y^ant them to express their results with research. Sometimes they 
need to attach to doctors, then they may become the Research 
Assistant ofthe study. There is now a NS who is collaborating 
vWr/z another person who wants to test a research concept. Now 
/ do not require good quality research, as long as there is 
research done. At least there is a taste of it.“ 
The GMN felt that nursing as a discipline needed to be more scientific-based 
in the long run. She expected the NSs to be the primary group in exercising 
research-based practice. It seemed that at this stage, the act of "doing research" was 
more important than the ultimate outcome of the research product. 
In reference to Professional Development, the GMN acted as a professional 
advisor to staff within HK Hospital. Externally she participated in work groups and 
functioned as a member of the think tank to assist the Senior Executive Manager of 
Nursing (SEM(N)) at HA level to formulate nursing policies. Internally, the two 
main groups of staff that the GMN directly provided advice to were the nurses placed 
within CND and the DOMs. The GMN had direct line function to those nurses that 
were within the establishment of CND. These nurses were the NSs, the NOs with 
special duties in QA，Research, Staff Development and general administrative duties. 
Figure 6.2 on p.200 shows that the GMN viewed these nurses in different role 
capacities as the same under her supervision and management. The GMN regarded 
her role as a support to the CND team, and in return she said she needed a strong 
team to support her to make the CND to function well. 
The GMN said the DOMs would go to her to seek advice. As explained 
above, the GMN counter-signed the SDR of the DOMs, and in this regard, the GMN 
could assert power over the DOMs. However the GMN said she would express her 
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opinions but would eventually leave the decision to the DOMs themselves. She 
explained: 
"I usually raise opinions, but I would not force them. Ifeel that 
they are DOMs, they have the responsibilities. If they succeed, 
it is their credit. Iftheyfail, they have to take the consequence.“ 
The GMN, together with other GMNs in other hospitals had regular meetings 
with the SEM(N) at HA. She described her working relationship with the SEM(N) 
as follows, 
"I help Nursing Section at HA Head Office to formulate policy. 
I assist the SEM(N) to lead nurses to identify directions, 
formulate task force. I provide advice and support to the 
SEM(N). The SEM(N) initiates [tasks] most ofthe time .. form 
work groups. I do not go to her because she doesn 't have line 
function, no authority over me. If I want something, I would 
have to go to DD(OP). I would seek her advice sometimes.“ 
The relationship between the GMN and the SEM(N) was mainly within a 
professional capacity. There was no bureaucratic control of the SEM(N) over the 
GMN. However it seemed that they worked well as partners where the GMN would 
seek advice from the SEM(N) and in return the GMN would help the SEM(N) to 
develop policy at HA level. 
6.2.5 Communication 
The GMN spent about 10% of her time in Communication work, and she 
would like to reduce it to half ideally. She recognized that Communication was an 
indispensable and also important part of her work. She detailed, 
"In the role ofthe GMN, according to my job description, I have 
to go to a lot of meetings. Sometimes I wonder why I go to so 
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many meetings. It feels like I do not have to work. Now I 
involve myself in a lot of meetings, Board of Governor, Senior 
Management Committee, Nursing Committees. I created a 
communication forum for different grades of staff [within the 
hospital]. Although I do not have power, I am supposedly 
leading over 800 people. The communication between this party 
and the party of 800 is difficult. Every four months, we have to 
see a group ofRN, EN, NO and WM. At first I see each ofthe 
groups, but gradually I find that I cannot handle this; so now I 
share the workload with the SNOs. I'll try to be present; I feel 
that they like me to be there. .. I also maintain relationship 
between departments; as soothing agent sometimes .. I am 
involved in a lot ofmeetings outside, including being an external 
member ofthe governing Board of another hospital, members of 
the Nursing Board, Council ofthe College ofNursing. There are 
a lot of subcommittees within the host committees. Ifeel that I 
need to go because it will raise the status ofthe hospital. Irfeels 
like it is person-centred management but it is not. I gradually 
appreciate that going to meetings is a way of networking.“ 
The GMN made an effort to communicate with all nursing staff within the 
HK Hospital. She realized that she did not have direct line authority over them, but 
she was still leading them. She also presented herself as a leader of nurses within 
the hospital by keeping contact with other departments within the hospital, and 
outside the HK Hospital with other institutions and the professional bodies. She 
recognized this was a way of networking with other hospitals, and upgrading the 
image of HK Hospital. 
6,3 THE DIRECTION OFNURSING WORKATTHE LEVEL OFHOSPITAL 
AUTHORITY 
The data to be analysed in this part included two documents: New Direction 
in Nursing ofHospital Authority (DOC.94) and 94-95 Year End Report on Nursing 
ofHospital Authority (DOC.95). The first document, DOC.94, was prepared by the 
then Nursing Services Planning & Quality Assurance Section ofthe HA Head Office. 
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It laid down some important strategies for the development of nursing as proposed 
by the HA. 
A year later, the second document, DOC.95, was produced. As revealed in 
DOC.95, the Nursing Section at that point was expanded and restructured under the 
new leadership of the SEM(N) who was accountable to the DD(Ops) in the HA 
structure. There were twelve professional staff altogether in the Section. They were 
divided into four functional groups, each attending to one of the following areas: 
Operations, Education, Planning & Development and Executive & Office 
Management. The Operations group was responsible for co-ordinating nursing 
service policies, resourcing, management and development of nursing operational 
issues. The Education group looked after the planning and management of basic, 
post-basic, midwifery education in nursing. The Planning & Development group 
dealt with issues related to manpower planning, nursing research, quality and care 
planning and system development. The Executive & Office Management was 
predominantly relied upon to provide administrative and executive support to the 
Section. 
The framework of DOC.95 basicly resembled that of DOC.94. It was a 
report of the achievement of the Nursing Section, HA in the previous year. At the 
same time, the prospective direction of nursing was proposed as "Nursing strategies: 
Towards the year 2000." The major issues addressed by both documents embraced 
three areas: (1) Overall Nursing Direction and Development, (2) Nursing Role 
Delineation and Work Redesign and, (3) New Direction for Nursing Education. In 
DOC.95 there was an additional section dealing with the particular issue of 
Recruitment & Retention .of Nurses. It is interesting to note that in DOC.95, each 
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of the subtitles started with the prefix Re, included /?^structure for Nursing 
Development，/?e^xamine roles and standards, /?ecniitment & /?^ention of Nurses, 
/?edesign Nursing Practice and /?^shape Nursing Education. The deliberate effort to 
emphasize a renewal of agenda for nursing direction and development within HA has 
a lot of implications. Table 6.3 depicts the grouping of the subtitles of DOC.94 and 
DOC.95 under the theme identified above. The following paragraphs wi l l examine 
each of the themes put forward by HA. 
Table 6.3: Subtitles of DOC.94 & DOC.95 
Overall Nursing Direction and Development Nursing Role Delineation and Work Redesign 
Introduction (DOC.94) Nursing Manpower Planning (DOC.94) 
Overview of New Directions for Nursing Role Delineation of Nurses and Nursmg Practice 
(DOC.94) (DOC.94) 
Nursing Mission Statement (DOC.95) Support Worker in Nursmg (DOC.94) 
Preamble (DOC.95) Nurse Specialist Scheme (DOC.94) 
Restructure for Nursing Development (DOC.95) Re-examine Roles and Standards (DOC.95) 
Conclusion (DOC.95) Redesign Nursing Practice (DOC.95) 
New Direction for Nursing Education Recruitment & Retention of Nurses 
New Direction for Nursing Education (DOC.94) Recruitment & Reemion of Nurses (DQC.95) 
Reshape Nursing Education (DOC.95) 
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6.3.1 Overall Nursing Direction and Development 
The New Direction in Nursing of the HA was first set at the end of year 
1993. A series of five seminars were organized by HA to inform its nurses about the 
new direction. DOC.94 was compiled as a summary of proceedings of the seminars. 
The documents aimed at "disseminating information about the new direction in 
nursing to all nurses within the Hospital Authority." In the same section. 
Introduction, it was stressed that the Chief Executive of the HA gave the opening 
remarks at the seminars to acknowledge "the importance of nurses in the Hospital 
Authority's quest for 'Quality Patient Care, Quality Hospital Services'." In 
"acknowledging the importance of nurses" in HA，this also signified that the 
development of nursing needed to happen in concurrence with the overall plan and 
jurisdiction of HA. This intention was made explicit under the Overview ofNew 
Directionsfor Nursing in DOC.94 as illustrated in the following extract: 
"Major changes in health care system are taking place in Hong 
Kong. Developments of medical technology, expansion of 
knowledge in medicine and sciences, and the emergence of 
professionalism in nursing have led to increasing complexity of 
care and emphasis on professional accountability. Coupled with 
commitment of HA to patient-centred care, the nurses ‘ role has 
expanded to include carer, organizer, decision-maker and 
resource manager. To prepare HA nurses to respond to these 
changes, new directionsfor nursing need to be established.“ 
The professional accountability of nurses was acknowledged, but the domains 
of accountability seemed to be defined predominantly by HA to achieve its goal of 
"patient^entred care." This point was iterated in Preamble of DOC.95 which said. 
"In line with the HA mission to create a seamless health care 
system & to attain quality patient care and in response to the 
changes evolving in the health care system, new set of directions 
for nursing has been established and series of measures have 
been taken in the past year to address the various nursing issues. 
The new directions advocate for the enhanced roles and 
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responsibilities of nurses; effective nursing manpower planning; 
upgrading of basic and post-basic nursing education and 
improvement in nursing career opportunities in both the 
professional, management and education streams .. much has 
been done in the past year in reaching out to foster a positive 
image of the profession to the public and to establish a 
partnership with the public.“ 
As the HA desired to present a new image to the public in providing 
"quality", "patient-focused" care in a "seamless health care system" involving the 
public, nurses within HA were geared towards the development in such direction. 
The attributes of "quality care" however were ill explained in both documents, except 
the mentioning of the development of standards. Instead, there were repeated claims 
of the aspiration to enhance the roles and responsibilities of nurses, to restructure 
nursing in maximizing manpower planning, to improve nursing education and career 
advancement opportunities. 
As disclosed in Restructure for Nursing Development of DOC.95, the 
hospitals were placed in eight Clusters according to their geographic location in Hong 
Kong. There were regular meetings held between the Cluster Liaison Officers from 
the Nursing Section of HA and the GMN of the cluster hospitals to discuss nursing 
issues and strategic planning. The most updated blueprint of the nursing development 
mapped out by the HA was possibly the statements of the "Nursing Strategy: 
Towards the Year 2000" which was actually the Conclusion of DOC.95. Since the 
details of the Nursing Strategy will be assimilated in the subsequent sections, I would 
not repeat its content here. However a full account of its statements can be found in 
Appendix 10. The Strategy was seen as a means to achieve the professed Nursing 
Mission which declared, 
"We [the HA] are committed to advance nursing in meeting the 
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present and future challenges of health care through integration 
ofnursing practice, management, education and research for the 
provision of patient-focused quality care in seamless health care 
svstem.“ ^ 
The HA agenda for nursing development can be considered as the major 
pathway of the nursing profession in Hong Kong in the coming decade. This is a 
statement far from exaggeration when one considers that the HA employs the bulk 
of nursing labour in Hong Kong. The HA has a total nursing staff strength of 17,504 
including all grades of nursing staff as of31.3.95 (for details, see Appendix XIV of 
DOC.95). As of 1994，there were approximately 33,000 registered and enrolled 
nurses recorded in Hong Kong Report (Hong Kong, 1995). There is no figure 
revealing the percentage of active practising nurses. Since the HA has embraced all 
of the public hospital services, one can logically assume that the HA has also included 
the large part of the nursing workforce in Hong Kong. In the process of outlining 
the development of nursing in HA, it was not mentioned anywhere that the local 
professional statutory body, professional organizations or the nurse unions were 
consulted. Neither had these organizations created a strong enough voice to be heard 
in the formation of the HA tactic in nursing development. 
6.3.2 Nursing Role Delineation and Work Redesign 
In the section Role Delineation ofNurses and Nursing Practice of DOC.94, 
it was explained that the professional categories of nurses according to the Hong 
Kong Nursing Board consisted of "Registered Nurse" and "Enrolled Nurse". The 
ranks in the clinical nursing service included "Enrolled Nurse", "Registered Nurse", 
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and "Nursing Officer". It was specified in the document that the roles of a nurse 
were identified as: 
"Nurse Clinician, Health Teacher, Counsellor, Clinical 
Supervisor, Researcher, Co-ordinator, Care Giver, Change 
Agent, Client Advocate, Resources Manager, Policy Maker. A 
nurse may shift his/her emphasis in taking on various roles 
according to the position he/she is holding and the different levels 
of responsibilities.“ 
In DOC.95, in the section Re-examine Roles and Standards, it was elaborated 
that the role of a nurse changed with the shifting focus of health services, the 
development of health sciences and health management. Below is the direct extract 
from the document: 
"The focus of health services has shifted from a traditional 
illness/disease perspective to an emphasis on primary health care, 
illness prevention and health promotion. In view ofthe changing 
pattern ofhealth care as well as the rapid development in health 
sciences and health management, the role ofa nurse is no longer 
confined to bedside nursing. Instead, a nurse is expected to 
provide quality service to the whole spectrum of clients in a 
variety of clinical settings.“ 
The proclaimed statement made above in regard to the development of 
nursing corresponded with the insight of nurse leaders in other parts of world (e.g., 
see Bezold & Carson，1986; Orlando, 1987; Macglacas, 1988; Moloney. 1992). 
Unfortunately DOC.95 had not expanded on how the role of a nurse was being 
developed to address the wide range of clients in primary, secondary and tertiary 
setting of health care. Instead, the paragraph immediately following the above 
extracted quote stated: 
"To prepare nursesfor these new challenges, it is necessary to 
re-examine their roles, develop nursing leadership, review the 
nursing workforce supply as well as unprove the nursing 
standards.“ 
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Three strategies were put forward by HA as response measures to the 
changing roles of the nurse today. They were developing nursing leadership, 
reviewing the nursing workforce and standard improvement. When the details of 
each of the measures were explored, these measures could probably be best regarded 
as management manoeuvre to meet the demands of nursing labour, rather than viewed 
as professional goals. It appeared that all the measures proposed by the HA 
addressed issues of the nursing labour force, instead of the ultimate benefit and 
growth of the nursing profession. I shall briefly visit each of the measures here as 
recounted in the document. 
In the re-examination of nurses' roles, the HA has conducted a role 
delineation study (Hospital Authority 1994b) to clarify the roles and functions of and 
relationship between WMs, NOs and NSs. The study has revealed that the actual 
performance of these three groups of nurses was not in line with "professional 
expectations". The WMs were found to be spending a much higher proportion of 
time in clinical activity than expected. At the end of the study, an activity profile of 
the three categories of nurses was recommended. The table is reproduced here as 
Table 6.4. 
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Table 6.4: Proposed Activity Profile - WM, NO & NS (Hospital Authority 
1994b) 
Activity ^ ^ W ^ 
Clinical + + + + + + 
Managerial + + + + + 
Research + + + + 
Teaching/Counselling + + + + 
Note: " + " = proposed notional emphasis 
The expectation of the HA was that WMs, NOs and NSs would maintain 
contributions in all four areas of clinical, managerial, research and 
teaching/counselling work. However, each of them should have a different focus. 
The WM should centre on management and the NO should concentrate more on 
clinical work. However the NSs were expected to put equal emphasis on clinical 
service, research and teaching/counselling with less management work. 
In parallel with the role delineation study of the WMs, NOs and NSs, an 
Activity Profile Study was conducted among 1,700 frontline nurses in the same year. 
The Study was an integral part of the development of manpower indicators. As a 
result of the study. Common Nursing Activities were identified and classified into 
Level 1 and Level 2 Activities. Table 6.5 depicts the list of activities at the rwo 
levels. 
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Table 6.5: Common Nursing Activities of General Nursing (Hospital 
Authority 1994c) 
Level 1 activities Level 2 activities 
Assessment & evaluation Nutrition (simple) 
Planning of care Simple nursing procedures 
Nutrition (technical) Patient hygiene 
Medication Elimination 
Specimens & urine testing Movement 
Complex nursing procedures Bedmaking 
Teaching & counselling Admission/discharge service 
Complex indirect patient care Transfer of patient to/from wards/hospitals 
Recording & reporting Simple indirect patient care 
General communication Re-stocking & replenishing items 
Managerial duties Miscellaneous (clinical & non-clinical) 
Errands off wards 
The report on manpower indicators (Hospital Authority, 1994c) has mainly 
served the purpose of providing information to nurse managers about the levels of 
nursing activities and the engagement of existing staff in these activities. For 
example the study found that most nurses identified the planning of care and patient-
nurse communication as the most deficient areas. It was however noted that nurses 
also spent a lot of their time on "lower level activities" which could be delegated to 
the HCAs. The information was recommended to be used as staffing reference 
together with other factors such as nature of services, patient complexities and 
skillmix required. As summarized in the Conclusion section of the Report, the aim 
of the HA was: 
“..to ensure that there is an effective nursing workforce in the 
public hospitals. The exact manpower requirement will depend 
on our success in redirecting nursing into the more professional 
areas, emphasizing on nurse-patient relationship, andredesigning 
the lower level works to the Health Care Assistants or enhancing 
the supporting structure of the nurses.“ 
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It seemed that the HCAs were a key group in the accomplishment of 
channelling nursing to more "professional areas" of practice during the restructure of 
the nursing workforce. The HCA was a new grade created in this work review of 
the health care reform. In the section Support Worker in Nursing in DOC.94, it was 
proclaimed that there would be greater demands on nurses and nursing today with the 
rapidly developed medical science and technology, increased dependency of hospital 
patients, higher turnover rate, and greater demand for quality care by the public. The 
concern to provide a cost-effective service within the finite resources to meet such 
demands was made explicit in thejustification of the existence ofthe support worker, 
the HCAs. It was explained that, 
"If nurses could assign some of these activities [patient care of 
low complexity] to other people, then they could have more time 
for important professional functions that have not been 
adequately dealt with. Nurses could have more timefor health 
assessment and care planning, health teaching and counselling 
as well as nursing documentation. The use of support worker 
[the HCAs] will be a cost effective way of meeting continuously 
increasing workload demand while improving the quality care.“ 
Assessing，planning, teaching, counselling, documentation were viewed as 
"important professional functions." These areas together with other "complex" 
nursing procedures as well as managerial duties were listed as Level 1 Nursing 
Activities as displayed in Table 6.5. In the section of Redesign Nursing Practice of 
DOC.95, the HA advocated a "work re-engineering process". A workshop on "Re-
engineering Patient Care Delivery" was conducted by The Nurse Executive of St 
Luke's Episcopal Hospital in the United States. The workshop, as stated, aimed at: 
"getting our nurse leaders familiarized with the role of 
transformational leadership and the concept of redesigning 
working environment through re-engineering process. It also 
addressed the needs offront-line nursing staff by helping them 
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equip with knowledge and skills in developing patient-focused 
care model.“ 
The workshop was followed up by an overseas visit to St Luke's Episcopal 
Hospital and the launching of three work redesign projects in local hospitals. The 
initiatives were "to prepare and facilitate nurses in developing and implementing 
outcomes management.“ Outcomes management was explained in DOC.95 as: 
"a multi-disciplinary process designed to provide quality health 
care, decrease fragmentation of services, enhance patient 
outcomes and contain costs. To identify care practices that will 
achieve the best resultsfor patients, there is a need to re-examine 
patient care delivery and to develop new ways of initiating 
outcomes management and building a collaborative team.“ 
The HA aspired the development of Nursing Practice Model in individual 
hospitals to suit their needs and mission. Two other U.S. management consultants 
were invited to conduct workshops for nurse leaders in regard to this. To 
complement the monitoring of care outcomes and the concrete expression of quality 
care, it was reported in DOC.95 that "102 Nursing Standards in basic care, 
perioperative care and nursing care in various clinical specialties were established and 
distributed to hospitals." Eleven Quality Assurance seminars were held to promote 
the concept of Continuous Quality Improvement (CQI) among staff, including 
members from other disciplines. The development of a "Patient Care Planning" 
computer system was underway targeting at nurse manpower planning and improving 
nursing standards. 
Multiple workshops, seminars, overseas visits were arranged to familiarize 
nurses at all levels, particularly the managers and leaders, with the new concepts of 
HA. The zest in developing nursing leadership was elaborated in the section Re-
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examine roles and standards in DOC.95: 
"The development ofnursing leadership is an essential ingredient 
towards the long-term success of the nursing profession. To 
foster the leadership skills and knowledge of our nurse leaders, 
to equip them with a sense of ownership and cohesiveness, and 
enable them to be familiarized with new concepts and models of 
patient care delivery a 3-day Residential Leadership Workshop 
for General Managers (Nursing) was organized ..“ 
The importance of managers' role was evidently acknowledged in the HA 
system. In the section Role Delineation ofNurses and Nursing Practice of DOC.94, 
it was admitted that clinical management team was "one of the main themes of all the 
reformation." The new management grades WMs, DOMs and GM(N) were created 
to cater for the attainment of the HA goal. The different working roles and 
relationships of the management team were elaborated in the following quote: 
"In the management team, the Chief of Service [COS] is the team 
leader who decides on the direction of care to the patient. The 
Department Operation Manager [DOM] assists the Chief of 
Service in the management ofthe department and co-ordinate the 
day-to-day operation. The Ward Manager [WM] is in-charge of 
the ward and works hand-in-hand with the consultant to manage 
the use ofresources and leading the team ofward staffto deliver 
patient care. Nurse specialists and nursing officers are the 
experienced nurses leading the registered nurses, the enrolled 
nurses and the assistants to provide the best care for the 
patients.“ 
In the above quote, it was clearly noted that the DOM (under the management 
of the COS) and the WM were the leaders of care delivery at departmental and ward 
level respectively. The NSs and NOs were the leaders of other nurses. It seemed 
that the position of the NS as a clinical expert was not fully recognized in the HA 
documents. A NS Pilot Scheme, as recorded in the Nurse Specialist Scheme section 
of DOC.94 was implemented in August 1992 with the intention to: 
"providing a new avenuefor nurses ‘ career advancement and to 
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retaining nurses' clinical expertise in meeting technological 
explosion in the clinical field.“ 
. In DOC.94, it was recounted that there were twelve NSs from different 
hospitals who participated in the Pilot Study. After the Study, several 
recommendations were made to enhance NS practice. These included the increasing 
support from colleagues in nursing, medical and other disciplines, establishing peer 
support, promoting NS visibility, setting up clinical resource centre, and developing 
referral systems to maximize utilization of NSs，expertise. However in DOC.95, the 
NS was only briefly mentioned under Recruitment & Retention of Nurses. The 
development of NS was regarded as a measure of clinical nursing development in 
keeping the experienced nurses. There was no discussion about the unique role of 
the NS，except when its role function was compared to the WMs and NOs in the role 
delineation study (Hospital Authority, 1994b) as mentioned on p.218. 
6.3.3 Recruitment & Retention of Nurses 
In the Recruitment <k Retention of Nurses section of DOC.95, the HA 
acknowledged that the increased opportunities in tertiary education and employment 
had brought adverse effect on recruitment of student nurses among the group of 
secondary school leavers. Instead of upgrading nursing education to university level 
to compete for the A-level school leavers, the HA proposed four recruitment 
strategies to attract student/pupil nurses to maintain training in schools of nursing 
attached to hospitals. Similar tactics were employed to recruit inactive 
registered/enrolled nurses as well. First, intensified efforts were driven on 
‘ Macrolevel 223 
recruitment publicity in a number of mass media including newspaper, television, 
radio as well as the poster advertisement display. A recruitment hotline was 
established to answer enquiries for nursingjobs. Second, the selection procedures 
were streamlined. Weekly selection interviews and walk-in interviews were arranged. 
The third strategy was advertising overseas to attract qualified nurses there to come 
to work in Hong Kong. The fourth strategy was submitting a variety of initiatives to 
enlarge the catchment net of target groups. These initiatives included holding a series 
of career talks and exhibitions, offering part-time employment, introducing "back to 
nursing" program and student program to furnish high school students and existing 
undergraduates enrolled in the nursing degree program with direct hospital patient 
contact experiences. 
As for retention tactics, there were also four measures. First was improving 
remuneration packages such as offering special allowance for continuous night shifts 
and residential allowance to trainee nurses. Second was strengthening suppon service 
for nurses. The HCA programme was one of the major schemes, together with the 
introduction of ward steward to relieve nurses from clerical work, and "denursing" 
areas such as Central and Sterile Supply Service, kitchens and dormitories. Nurses 
could then be relieved to involve in "professional" duties. The third strategy was set 
to improve work orientation and communication by launching professional orientation 
program, a preceptorship scheme introducing new recruits to the role of staff nurses. 
Independent counselling service and nursing-focused stress management programs 
were used as part of this strategy to help relieve stress of nurses. The final measure 
in retention of nurses was improving career advancement prospect. The creation of 
NS positions together with two other strategies were mentioned as a plan to retain 
expert clinical nurses. The two other strategies were staff development and building 
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of nursing career pathways. Staff development was the increased opportunities for 
continued education. The nursing career pathway was a method to assist nurses to 
plan their career, so that "individuals can plan and take appropriate action to acquire 
the appropriate qualifications, experience, skills and knowledge to meet their career 
objectives." 
The recruitment and retention strategies attempted to cover a wide spectrum 
of ways to catch new recruits for nurse training, as well as inactive qualified nurses. 
The recruitment was so widely publicized that it appeared that the hospitals were a 
large "factory" requiring an enormous amount of labour. The catchment scope of 
target group was so widespread that entry to nursing was made accessible to the 
public. The seemingly free access to the "nursing profession" obviously could not 
make the entrance requirement too demanding. The selling point of nursing in the 
job market was "good wage, steady job. “ The ways of becoming a nurse were made 
available to the mass of secondary school leavers, so easy and convenient that it made 
nursing appear to be a job for the mediocre. In this case, although the advertisement 
addressed nursing as a "profession", the relaxed entrance to the profession could 
hardly affirm its elite status. 
6.3.4 New Direction for Nursing Education 
In the section New/ Direction for Nursing Education of DOC.94, the 
recommendations made by the Working Group on Nursing Education set up in 1992 
were reported. The details were put in a table format for easy review. Please see 
Table 6.6 on the next page. 
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Table 6.6 Recommendations for Basic and Post-basic Nursing Education (Hospital 
Authority 1994a:9-10) 
Basic Nursing Education Post-basic Nursing Education 
1. The level of basic nursing education be 1. Establish a committee to standardise and 
upgraded from the current hospital cenificate coordinate post-basic nursing education at all 
to the level of a 4-year undergraduate levels, identify shon-tenn and long-term 
baccalaureate degree and with a full student targets and future educational needs, 
status. 2. Standardise post-basic nursing education into 
2. To use a comprehensive-generalist 3 categories: 
curriculum for the undergraduate degree Category 1: shon in-service training 
programme leading to a single registration. programmes，seminars or workshops 
This may entail the amendment of legislation provided by the employer; 
of the statutory board. Category 2: mainly the clinical specialty 
3. Nursing education be transferred to planned courses nm by the Continuing Nursing 
stages to the tertiary sector. Education Commktee: and 
4. knprove the existing nursing training Category 3: formal post-registration or post-
programme. graduate programmes offered by teniary 
institutions. 
3. Obtain accreditation of [Category 1 & 2] 
courses from the Nursing Board and/or 
teniary institutions. 
4. Review the structure and functions of the 
School of Post-basic Nursing Studies and 
provide the necessary funding and staff 
resources for the School to flmction as an 
autonomous unit. 
5. Increase the number of sponsorships for 
conversion degree programmes, post-
graduate courses, and clinical specialist 
programmes offered locally and overseas. 
6. Increase management training opportunities 
for potential nurses to take on senior 
management positions. Formal courses in 
health administration and nursing 
management be supponed. 
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The main theme of recommendation for basic nursing education reported in 
DOC.94 was transferring nursing education from hospital-based training to university 
undergraduate education. Interestingly, this claim of direction for basic training has 
been abandoned in DOC.95. In the section of Reshape Nursing Education of 
DOC.95, there was no statement made whatsoever in regard to the issue of upgrading 
basic nursing education to degree level. The discussion in DOC.95 was focused 
solely on the situation in Schools of Nursing affiliated to individual hospitals. The 
"reshaping" measures suggested were improving tutor/learner ratio, increasing 
learning elements to 22%, re-organizing nursing schools by introducing a Principal 
position in each school, developing standards for nursing education, changing the 
medium of training from English to Chinese in some of the schools, and to cancel 
summer intake of students to avoid students making transit through the nursing 
schools before entering universities after summer. 
The advocate of qualified nurses to attain degrees was much more 
encouraging. One million Hong Kong Dollars was said to be committed to this goal 
in 1994. A variety of short courses and workshops were organized jointly with local 
tertiary institutions. These included courses such as Community Training and 
Research. The kind of courses offered corresponded with the development of HA as 
specified in the document, that "all nursing courses are organised in response to 
nursing service needs of HA hospitals and institutions." The emphasis of HA on 
continuing education was evident, reflected by its recent upgrading of the School of 
Post-basic Nursing Studies to an Institute of Advanced Nursing Studies (IANS). At 
the beginning of the section of Reshape Nursing Education in DOC.95, it was 
asserted that, 
"Other than giving comprehensive nursing care, a nurse needs to 
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organize nursing work, collaborate with members of the health 
care team, supervise junior colleagues and evaluate the 
effectiveness of intervention to achieve quality assurance. In this 
new management era, a nurse is also expected to be able to think 
critically and creatively, identify areas of inadequacy and 
propose changes. The attainment of these qualities can only be 
achieved through quality basic nursing education programmes 
which caterforfurther development, as well as post-basic nursing 
education which allows nurses to keep abreast of rapid 
development in medical technology, new patterns of health care 
delivery, increasing specialization and take up new and more 
complex roles.“ 
The aspired role of the nurse as stated above was quite ambitious. The 
achievement of the desired role was believed to be attainable through quality basic 
and post-basic education. The HA seemed to have the conviction that the goal of 
providing "quality" education to both nurse trainees and qualified nurses could be 
achieved within HA. The Schools of Nursing affiliated to hospitals were mainly 
responsible for delivering basic education while the Institute of Advanced Nursing 
Studies was accountable to staff development. 
6.4 DISCUSSION 
The direction and development of nursing in Hong Kong is closely aligned 
with the local health care reform which philosophy was embodied in the initiatives 
and work projects of the Hospital Authority, Hong Kong. The HA was a 
transformed model of the "corporatization" of health care services. One of the 
potent effects of the corporatization of health care, in particular relevance to nursing, 
is its power to control the labour process and, in Hong Kong, the educational 
regulation of nursing. The following paragraphs will attempt to address first, the 
prominent features of the market-approach of corporatization of the health care 
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delivery system and then，the effects of this health care reform on nursing. 
6.4.1 Corporatization of health care system in Hong Kong 
Hong Kong as a society at the end of the 1980s was moving beyond the 
industrial stage. Its labour force changed over from a manufacturing employment 
structure to service type and work categories that count on service and information. 
Comparing the year of l98l to 1991，the proportion of the working population in 
manufacturing industries has decreased from 41% to 28%. During the same period, 
people employed in the field of financing, insurance, real estate and business services 
have expanded from 4.8% to 10.6%. In the sphere of community，social and 
personal services, there is an increase from 15.6% to l9.9% (Census and Statistics 
Department，1993). Bell (1974) names this form of societal structure as a post-
industrial society. According to Bell, a post-industrial society is signified by the 
pattern of occupations, the kind of work people do. It favours professional and 
technical scientists and involves decision-making. As technical skill and knowledge 
is the foundation of power and position, a new class based on meritocracy is created 
in society. The class denotes not a specific group of persons，but a system that has 
institutionalized the ground rules for acquiring, holding, and transferring differential 
power and its attendant privileges. Within the system, the concept of economizing 
is introduced. Rational division of labour comes with economizing which is the best 
mix of capital and labour to achieve results at relatively low prices. In organizing 
activities to attain productivity, the organization is institutionalized to form a 
corporation. It is under this transition of social structure that the health care system 
is being examined and reformed. 
‘ Macrolevel 229 
In 1985 the HK Government commissioned a firm of management 
consultants, W. D. Scott Pty Co. to review the management of the public hospital 
system. The background of the consultancy was that the system was recognized to 
be subject to increased pressure from escalating costs, enhanced community demand 
and expectations together with the steady growth in the numbers of beds available and 
patients treated. The recommendation for an independently administered hospital 
system was accepted by the Government, and the Provisional HA was established on 
1 October 1988. The Provisional HA was charged with the responsibility to develop 
infrastructures that would manage and develop the public hospital system, "in ways 
which optimise the use of the resources available, improve efficiency and the hospital 
environment, and which wil l attract, retain and motivate well qualified staff" (Hong 
Kong Government, 1989, p.ii). 
After two years of ground work，the Hospital Authority formally took over 
the management of all the 38 public hospitals on 1 December 1991. It is accountable 
to the Government through the Secretary for Health and Welfare, who is responsible 
for the formulation of health policies. The Authority publishes its strategic directions 
and the specific targets to be achieved in the following year in its Annual Plan. The 
document is said to be one of the means whereby the Government and members of 
the public monitor the performance of the Authority (Hospital Authority, l995b). 
In the Annual Plan of 1995，the HA established its Corporate Plan to the 
Year 2000. There was an overall Corporate Vision which stated that "The Hospital 
Authority wil l lead in collaborating with other health care providers and carers in the 
community to create a seamless health care system which will maximise health care 
benefits and meet community expectations" (Hospital Authority, l995b, p.4). The 
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H A outlined the issues that the health care system in Hong Kong might confront in 
the coming years. These concerns actually matched the world trend, and they 
included the need for cost-containment (e .g . , see McKinlay & Stoeckle, 1990; 
Brannon, 1994a， l994b; Salmon, 1995), enhanced public expectations on health care 
(e .g . , see McClure & Nelson, 1982)，increasing demand of extended health care 
facilities (e.g.，see Diamond, 1983; Maddox & Glass，1989) and the charge for 
primary health care (e .g . , see Bezold，1986; Fries, 1986; Orlonado，1987). ln 
tackling these issues, the HA proposed f ive strategic directions. They were ( ! ) 
creating a seamless health care system, (2) developing an outcome focused health care 
system，(3) involving the community as partners in health，（4) cultivating organisation 
transformation and development and (5) promoting corporate infrastructure 
development and innovation (Hospital Author i ty， l 995b) . These strategies 
demonstrated the typical features of a market-oriented approach which will be dealt 
with below. 
The key emphasis of corporatization of health care is the introduction of a 
market-oriented management paradigm in health care services. The three important 
characteristics of such an approach are rationalization, productivity, and cost 
eff ic iency (McKinlay & SU)eckle, 1990; Brannon，1994a，1994b). Feinglass (1990) 
places the concept of corporatization in the context of medical practice and argues 
that the crux of corporatization is the attempt to improve medical productivity by 
asserting bureaucratic control over physicians. The new breed, the health care 
managers being trained in marketing strategies, gain legitimacy to initiate surveillance 
of physician decision-making. The diminution of professional power during the shift 
of health care delivery to a corporate mode of production was also observed by 
Salmon (1990). In the review of the nurse directives happening at the macrolevel, 
‘ Macrolevel 231 
the control of H A over nurses and the nursing labour was very evident. When the 
show is run by managers instead of professionals, it is not surprising that the health 
care agenda is mainly to meet the interests of management goals. As Owens & 
Glermerster (1990) have pointed out, management is only concerned with corporate 
goals where individual and professional interest must be subordinated to the general 
interest. 
The case of nursing development in Hong Kong is a typical product of this 
potent market drive. In reviewing the documents and interviewing the key 
informants, there is hardly any impact identified from the professional organizations, 
statutory body or academic institutes on the formation of nursing policy in HA of 
Hong Kong. There might have been individual members from the local universities 
invited to jo in some of the consultative meetings in HA, or an expression of v iews 
by the nurse professional bodies on isolated issues，but the voice was so disjointed 
and weak that it hardly had any obvious effect on the formation of the nursing 
strategies that had long term effects on the development of nursing in Hong Kong. 
The internal strength of the nursing profession in Hong Kong appeared to be rather 
weak. The profession seemed to be quite passive, and it was chiefly regulated by the 
external force, which in the 1990s, was the HA factor. The HA factor was o f c o u r s e 
very potent，but why would the nursing profession become so powerless? This might 
be very much related to nursing education itself. The situation of nursing education 
would be further explored below. First, I shall examine how HA has controlled the 
labour process. 
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6.4.2 The control of nursing labour process 
The HA managed to control the nursing labour process through two tactics. 
First, the overall configuration of nursing work was redesigned. Nursing work was 
segmented and restructured to attain 'skill mix，at optimal eff ic iency. Second, the 
HA had created a group of nurse managers to implement and monitor the measures 
of divis ion of labour in nursing work production. 
The ultimate aim of the HA was to achieve a "cost-effective" nursing 
workforce. In the Annual Report，the HA urged for staff mix reform in hospital 
work. It argued that much work was undertaken by highly trained professional staff 
which could be adequately dealt with by other less qualified and skilled staff (Hospital 
Authority, l995b) . Individual units and hospitals were encouraged to define their 
own staff mix in a f lexible manner. In line with this move, the HA had produced a 
report of manpower indicators differentiating "Level 1" and "Level 2" activities for 
frontline nursing. These indicators were recommended to hospitals for adoption and 
the hospitals were encouraged to experiment with various arrangements of staffing 
patterns in accordance to the nature of their own units. For instance, instead of 
employing one RN, the RN salary could be used to hire three HCAs. The HA 
planned to recruit and train an additional 700 HCAs in 1995/96 to provide a total of 
over 1,200 HCAs to supply the supporting services for nurses. Also, the process of 
"re-engineering" of patient care delivery was employed to eliminate "non-value" 
added elements o f w o r k (Hospital Authority l995b) . 
The partitioning o f w o r k involved degrading o f j o b s so that some of the tasks 
could be transferred to the lower wage workers. Braverman( l974) explains that this 
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phenomenon of deskilling of the workforce and the degradation of work experience 
facilitates the managerial control over workers by the "capitalists". The "capitalist" 
in this case could be understood as the HA, the authority who owns and monopolizes 
the means of production. The HA, operating on a market approach, attempts to 
optimize the best productivity from the workers. The integrity of professional work 
is subject to fragmentation and division of labour in order to achieve “increased 
efficiency" (Braverman, 1974; Abbott，1988; McKeown, 1995). This is achieved 
through "skill mix" which is translated into "staff mix" in the division of labour. 
With the introduction of market forces in health care, a skill-mix review is a means 
to analyse the division of nursing labour (McKeown, 1995). Under the dominance 
of management, the workers' personal rationality is extinguished (Fourcher & 
Howard, 1981). 
The easy segmentation of nursing work was related to the fluid boundaries 
of nursing work. This seemed to be a universal phenomenon rather than a case 
specific to Hong Kong nurses. Nurses themselves failed to monopolize the work 
areas that they could claim sole ownership of. Nurses were unable to legitimize the 
definition of nursing and the responsibilities required of the nursing profession (Levi, 
1980; Moloney, 1992). There were however areas that could be identified as more 
"professional" than the others. As disclosed in Chapter 3 and the section Nursing 
Role Delineation and Work Design on p.215 in this Chapter, these "professional" 
areas comprised of nursing domains such as assessing, planning, evaluating, teaching, 
coordinating and managing. Other less professional areas such as basic care were 
then delegated to assistants. At the end of the production line, the nurse managers 
» 
used means to monitor the product of the nursing work in the claim of "quality 
improvement" and "auditing". 
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"Quality" is the keyword often mentioned by the GiMN of the HK Hospital 
and in the documents of HA. "Quality of care" had been translated into concrete 
presentations of the "standards" of care. These standards were objective yardsticks 
which an external body, other than the professional body itself, used them to gauge 
the performance of care. For instance, as disclosed in the interview transcript of the 
G M N presented under the Section of Quality Improvement on p .205, the G M N 
exercised her authority to monitor the frequency of bedmaking of frontline nurses 
through "auditing" by the Nursing Committee. At the HA level, over one hundred 
standards in basic care, perioperative care and nursing care were developed. There 
was a committee formed to develop competency-based nursing practice standards. 
In February 1996, a consultative paper on Core Competency was presented to 
hospitals. The deliberate effort to describe and measure nursing work tends to 
diminish the internal autonomy and control of the nursing profession. The standards 
can be used as "performance indicators" (McKeown, 1995). Nursing in such a 
position can be easily scrutinized and controlled by managers (Kermode, 1994). The 
indicators also can be used as measures of effective workforce management which can 
be decoded into cost-benefit (Jones，1995)，which again is the crux of the control of 
labour process of health administrators. 
In the analysis of this case study, the figure NS appeared to be most 
promising in terms of the maximization of the potential of nurses and their work. 
The NSs were the elite group of nurses who could best claim professional authority 
and autonomy (please refer to Chapter 5). The existence of the NSs yet depended on 
how the managers defmed them. For example, the HK Hospital planned to establish 
seven NSs posts in 1995-96. Overall the HA planned to add 30 NS posts. The 
proposed areas of practice of these NSs encompassed hospice care, intensive care, 
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coronary care，diabetic care, renal care, psychiatry, rehabilitation and obstetrics. 
These spheres of practice corresponded with the priority patient groups set out in the 
HA Annual Plan. The identified patient groups were: ( ! ) cancer (2) cerebrovascular 
disease (3) ischaemic heart disease (4) end stage renal failure (5) chronic lung disease 
(6) diabetes mellitus (7) geriatric care (8) care for adolescents (9) prenatal, perinatal 
and neonatal care (10) care for the mentally ill (Hospital Authority, 1995, p.5). 
Although there was a horizontal expansion of NS post, the career structure of the NS 
was not very auspicious. The NS was introduced as a step forward of the RN 
position. There was no conception of a clear career path to the NSs, in terms of its 
status, advancement and renumeration. Quite the contrary, the nurse managers, the 
W M s and D O M s were distinctly mapped out as the leaders of the care delivery teams 
in the HA documents. The study by Duffield, Pelletier & Donoghue (1994) also 
revealed that the nursing career structure in Australia failed to grant sufficient status 
and salary reward to establish the power of the NS role as a clinical expert. Instead, 
as shared by the findings in this study, the status of the managers excelled that of the 
expert clinicians. This is the effect of bureaucratization, driving the dominant group 
towards administrative status and administrative values，while undermining their 
direct reliance on expertise (Abbott, 1988). 
As the status of the manager escalated in the health care bureaucracy, in 
return the managers successfully control the nursing labour process. This new class 
of nurse managers, the PMC group have been extensively discussed in Chapter 4. 
To recapture, the PMC is defined as "consisting of salaried mental workers who do 
own the means of production and whose major function in the social division ot' 
labour may be described broadly as the reproduction of capitalist culture and capitalist 
class relations" (Ehrenreich, 1979, p . l 2 ) . The PMC group of nurses, inclusive of 
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the GMN, engaged themselves as agents of the social division of labour and assume 
the responsibility to extract the greatest amount of labour from the workers' labour 
power. The nurse managers dominated the frontline workers through their control 
of the means of production. However they themselves experienced ideological 
proletarianization, losing the control over the social purpose of their work. The HA 
has made explicit that for career development, staff should be helped to set goals in 
alignment with the objectives of the organisation (Hospital Authority, l995b). The 
HA exerted its control over the workers through their planned effort to turn their staff 
into organisational beings. This endeavour actually began on the first day when a 
nurse was being made in the schools of nursing affiliated to the hospital. In the next 
section, I shall explore the regulation of nursing through education by the hospitals. 
6.4.3 Regulation of nursing through education 
Professional regulation is a means to control a profession and its practice. 
Regulation determines who can practice, delineates the limits of nursing practice 
when put in the form of legal definitions, and controls the rewards and status in the 
form of government and/or institutional policies(Affara, 1992). As explored above, 
the HA regulates nursing practice through its control of the labour process of nursing 
work. The Hong Kong Nursing Board is the statutory body of nursing in Hong 
Kong. It has not clearly defined the boundaries of nursing practice, except that it is 
stated in the Ordinance, Chapter 164(p.6) that "no person shall be qualified to be 
registered under this Ordinance unless he has satisfied the Board that .. . . he has 
completed such training as may be prescribed and he passed such examinations as 
may be required by the Board." The Hong Kong Nursing Board would endorse any 
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training that may be "prescribed". The prescription of training lies within the 
hospitals which finance and control the schools of nursing affiliated to them. 
The clearest description of what nursing is about is probably a quote from a 
booklet called Code ofprofessional conduct for nurses in Hong Kong published by 
the Nursing Board of Hong Kong (1986, p.l). It says， 
"Nursing encompasses the prevention of illness, the promotion 
and restoration of health and the alleviation of suffering in 
individuals, families and society. It includes the coordination of 
services with other related groups.“ 
This definition is a professional claim in the Code of professional conduct, but 
not a legal requirement. There is no legal binding on the kind of work that nurses should 
do. Besides, this definition is very vague. There is no uniqueness as to what and how 
nurses should practice. The Nursing Board of Hong Kong has a main function in 
monitoring the registration requirement of nurses. There are specific requirements of the 
number of hours needed in different areas of training before a student nurse can be 
registered when they pass the written examination. The curriculum arrangement of the 
training mainly falls in the hands of the schools of nursing of the hospitals. 
As to date in 1995，there are ten general schools of nursing (9 in public 
hospitals，1 in a private hospital) with a total annual intake of 1,368 nursing students 
(Hong Kong, 1995). There are three undergraduate degree courses of four years run 
by the Hong Kong Polytechnic University, Chinese University of Hong Kong, and 
University of Hong Kong, amounting to a total intake of 120 students per year. The 
latter two universities just commenced their undergraduate programs in 95/96. Since 
over 90% of the nursing students are trained in nursing schools atfiliated to hospitals, 
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and following on the arguments presented in the section Control of nursing labour 
process above, the domains of nursing training wil l depend very much on how the 
positions of the nursing students are viewed in the hospitals. This is especially 
relevant to the clinical component which relies on how nursing work is being 
arranged on the wards. The inference of relation between control of nursing 
education and control of nursing labour can be arrived by examining the work of 
frontline nurses as presented in Chapter 3. Nursing students were treated as 
employees in the hospitals and were used as a pair of hands in the hospitals. The 
students teamed up with the HCAs to complete the bulk of nursing tasks on the ward, 
with the "junior" students doing the basic tasks and the "senior" students 
accomplishing the higher technical tasks. In terms of renumeration, a second year 
student was enjoying the same salary as a HCA. As disclosed in Chapter 3，the RNs 
confessed that they did not put enough time to supervise the students. 
In principle，HA is an organization that is concerned primarily with health 
care service, and not education of health care personnel. In other words, the best 
host agent of nursing education should probably be within the education sector, and 
not the service sector. The world trend is to remove nursing education from hospital 
setting to community colleges or universities. This direction was acknowledged in 
DOC.94. Interestingly, in DOC.95, there was a section particularly addressing how 
the existing schools of nursing should be improved, but the development of basic 
nursing education in the tertiary sector was not mentioned at all. The implication was 
that HA would still like to maintain the control of nursing eduction in its setting. 
Why is it so? The "correspondence theory" purported by Bowles and Gintis (1976) 
« 
would help to illuminate the situation. 
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Bowles and Gintis are the two American economists and sociologists who 
maintain that education under capitalism is essentially concerned with the 
reproduction of the "social relations of production" (Moore, 1988; Haralambos & 
Holborn, 1990). They argue that work casts a "long shadow" over the education 
system. Education is subservient to the needs of those who control the workforce, 
the owners of the means of the production. Bowles and Gintis call this close 
relationship "correspondence". The education system helps to achieve these 
objectives largely through the "hidden curriculum". According to Bowles and Gintis, 
the hidden curriculum shapes the future workforce in the following ways (Bowles & 
Gintis, 1976; Haralambos & Holborn，1990): 
1. Creating a subservient workforce 
Students who are persevering，consistent, dependable and punctual tend to 
receive higher grade than students who are creative, aggressive, and 
independent. 
2. The acceptance of hierarchy 
Schools are organized in a hierarchical principle of authority and control, 
resembling the workplace. 
3. Motivation by external rewards 
Students are encouraged to take satisfaction from the external reward of a 
• » 
qualification at the end of their studies. The process of schooling is not 
enjoyable, just like work in capitalist societies is intrinsically unsatisfying. 
Work is not organized according to the human need for fulfilling work, but 
according to the capitalist's desire to make the maximum possible profit. 
4. The fragmentation of knowledge 
Knowledge is fragmented and compartmentalized into academic subjects 
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which corresponds to the fragmentation of the workforce. 
In the case of nursing education in Hong Kong, the placement of nurse 
training within the control of the hospital administration seems to be a typical 
example of the "correspondence theory". A main proposition held by Bowles & 
Gintis (1976) is that a major role of education in capitalist societies is the 
reproduction of labour power. In other words，education is subservient to the needs 
of those who control the workforce, the owners of the means of the production. In 
doing so, education in advanced capitalism actually reproduces social inequality 
(Gintis & Bowles，1988). As the schools of nursing are part of the hospital budget, 
nurse training in this situation naturally has a primary responsibility to respond to the 
institutional needs of the hospital. Watson (1988) contends that this type of training 
has only succeeded in preparing a first-level "product"，focusing on preparing 
institutional employees. It has failed to educate nurses to be full health care giving 
professionals who would have the competence and courage to anticipate health needs 
within as well as outside the hospitai setting, in spite of the HA's rhetoric claim that 
"a nurse is expected to provide quality service to the whole spectrum of clients in a 
variety of clinical settings." 
Nurse students in hospitals carry the dual role of a learner as well as a 
worker. They have the nursing student status，yet at the same time they are paid 
employees. Many studies in the United Kingdom (e.g.，Orton, 1981; Alexander, 
1982; Fretwell, 1982; Orgier, 1982) and a study done by myself (Wong，1984) in 
Hong Kong has provided evidence to support that whenever there is conflict between 
learning needs and work requirement，it is always the work that takes precedence. 
There was no significant difference between the wards that students identified as 
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favourable (the "High student oriented" wards), and the wards that were not so 
favourable (the "Low student oriented" wards) (Wong, 1984). Another study by 
Startup & Wilson (1992) carried out among students from three hospitals in South 
Wales has revealed that the ward staff expected the students to be competent in their 
practical skills and function as a "worker" rather than as a student as early as the end 
of their first year training. The students knew the expectation very quickly. The 
students tend to sanction the "ward way" of doing things because it was efficient and 
it worked (Melia 1984). Students learnt to Tit in" with whatever seemed to be 
expedient at the time (Melia, 1984; Startup & Wilson，1992). The concern for 
"getting the work done" is overwhelming. It seems that at the practice front, the 
school has very little control, except probably during clinical examination which is 
transient. 
There certainly are inconsistencies and contradictions between the school way 
and the ward way. In spite of numerous discussions of the issue, the gap between 
theory and practice still exists. The observations by Chua & Clegg (1989) help to 
explain the sustenance of such phenomenon. They have carried out a research 
examining the professional interaction that integrates micro-level social constructions 
at ward level with macro-level negotiations of interest at the management and 
education positions. Important gaps between formal representations of the 
professionalism project and the actual, situated practice of "nursing" have been found. 
Such discrepancy however did not lead to "an acute sense of ideological crisis". 
Chua & Clegg (1989) offer two explanations. 
First the environment of service management that Chua & Clegg observed is 
quite divorced from that of teaching and is only loosely coupled to the everyday 
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world of the ward. Second the status hierarchy serves as a strong stabilizing factor. 
The inconsistent worlds are not closely related. The organizational participants, such 
as the students, are skilled in highlighting only those ideal elements which are 
relevant to their everyday work worlds. Nursing is said in principle to be practising 
on an independent body of knowledge and nurses are required to be well-educated 
and innovative. However, in everyday dealings，ward-based managers know the 
power of medical men, especially when their own nursing superiors are unsupportive 
(Chua & Clegg 1989). Chua & Clegg argue that it is the organizational realities that 
demand the maintenance and reproduction of the existing elements. The power of the 
structural constraint is great. They are not practising，like what their teachers 
expected them to be, as autonomous independent practitioners. Students are gradually 
socialized in the bureaucratic role, and they tend to acquiesce to society, maintaining 
the structure of the status quo. 
Health care delivery is a commodity in capitalist society (Glazer, 1991). The 
market approach is employed in the health care system, and cost-efficiency is the 
yardstick for "best practice". Like many other capitalist countries, this pledge has 
been affirmed in Hong Kong (Yeoh, 1994). The discussion so far seemed to have 
acknowledged the constraints of capitalism imposed upon nursing education. 
However the link between economy and education is not always harmonious. In their 
subsequent work. Contradiction and reproduction in educational theory (1988), Gintis 
& Bowles admit their earlier "inadequate appreciation of the contradictions involved 
in the articulation of the educational system within the social totality" (1988, p. 19), 
but uphold their conviction that education is closely connected with capitalist 
production. They explain that the contradiction occurred between reproduction and 
accumulation. The educational system renders to the reproduction and legitimation 
‘ Macrolevel 243 
of the social relations of capitalist production. The capitalist production contributes 
to accumulation - the expansion of the wage labour system and the eclipse of older 
forms of production. The re-structuring of the social relations of production 
inevitably leads to a consequent change in the requirements for their reproduction. 
The contradiction between reproduction and accumulation thus makes the educational 
system periodically falling out of harmony with the evolving structure of capitalist 
production relations. In the case of nursing education, as elaborated in Chapter 3 and 
in this Chapter, with the restructuring of nursing work, nursing is undergoing 
professionalization and proletarianization. With the proletarianization of nursing 
work advocating the delegation of basic nursing tasks to the HCAs, there is an 
increased emphasis in professional nursing work on the exercise of mental labour. 
The social relations of nursing are thus restructured. 
Many nurses, including the leaders and frontline nurses believe that 
educational upgrading will strengthen nursing as a profession, creating a more 
equitable relationship between nursing and other health care professions. The HA 
also asserts the importance of quality basic nursing education. However, the HA 
believes that they can fulfill the educational mission. They urge for the schools of 
nursing to respond in training a new breed of nurses. The HA is reluctant to 
surrender the control of nurse training. Obviously, nurse trainees are an important 
source of manpower in the hospitals. 
Contrary to the HA，s view, nurses themselves believe that degree studies can 
escalate nurses' status, bargaining power, esteem and autonomy (Wong et. al., 1990). 
» 
These findings are consistent with findings among nurses in Victoria, Australia 
(Marles, 1989). In actual practice, do baccalaureate nurses really make a difference? 
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Varied research findings as to in which aspects the baccalaureate nurses will be 
different from other groups (associate degree and/or diploma) of nurses have been 
reported. Here I am reporting three research findings which can possibly be adequate 
to provide a picture of the situation. 
Johnson(l988) has analyzed the findings of 139 comparative studies of nurses 
in different programs using meta-analysis. Baccalaureate nurses are generally found 
to perform professional nurse behaviours at a higher level compared with associate 
degree and diploma nurses. They perform better in behaviours identified with 
professional education and practice: communication, knowledge, problem-solving, 
professional role, and teaching. Technical nurses tend to be more bureaucratically 
oriented and perform technical skills better. In this analysis, there was no difference 
in professional nurses' autonomy and leadership behaviour among the compared 
groups. The meta-analysis by Johnson provides some evidence to support the value 
of degree nursing programs. However, can the educational effect be made up by 
experience? The next study to be discussed will provide some insights. 
DeBack & Mentkowski (1986) have conducted a research to investigate 
whether baccalaureate nurses performed more nursing competencies than associate 
degree or diploma nurses, and whether nurses with more nursing experience perform 
more nursing competencies. Findings show that the competencies of Ego Strength, 
Coaching and Independence appear attributable to education alone. Experience alone 
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accounts only for the positive aspects of Conceptualizing (see note 1 below). Besides 
the attainment of the competencies just stated, education brings forth the theorization 
of care. 
The third study 1 am going to talk about is a study I carried out in 1979 on 
the role conception of diploma nurses in Hong Kong (HK)，diploma and degree 
nurses in the United States (US). Although it was quite some time ago, it is the only 
study I know of that has compared the hospital nurses in Hong Kong with the 
diploma and degree nurse graduates in the US. The study used Corwin,s role 
conception tool as an instrument for investigation. The study shows that the US 
degree nurses scored the highest in the professional role conception, followed by the 
HK diploma nurses，then the US diploma nurses. In the bureaucratic role conception, 
HK nurses came the first，then the US diploma, with US degree nurses the third. 
The findings display a trend that the US degree nurses scored higher in 
professional role conception, and lower bureaucratic role conception than their 
Note 1 
Ego Strength is coded positively when the nurse shows evidence of being able to withstand confrontation, 
disagreement, or disapproval to persevere in her judgment or is able to use assertiveness despice 
disagreement or disapproval. 
Coaching is coded when the nurse uses any of a variety of strategies to instruct, train, or encourage 
patients or subordinates to accept more responsibUicy for themselves or for their jobs. 
Independence is coded positively when the nurse takes an action when there is no external pressure [o do 
so. 
ConceptuaUzing is coded positively when iho. aurse fonm a coacepc by recognizing che relationship 
between rwo different pieces of information. 
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diploma counterparts in both HK and US. It is suggested that the difference in score 
between degree and diploma nurses may be related to the educational effect. The HK 
nurses were trained in hospital-based school of nursing. During their time of 
training, they were at the same time employees of the hospital. Pan of the primary 
socialization of these students naturally would be the acquisition of the bureaucratic 
values of their employing institute. Both the US diploma and degree nurses, on other 
hand, were educated in community colleges or universities not associated with any 
particular hospital. This might explain why HK nurses attained the highest 
bureaucratic score. Although the US diploma and degree nurse were both enjoying 
full student status, they were educated at two different academic levels. The diploma 
nurses were trained mainly as nurses with competent technical skills. The degree 
nurses might have acquired the competence generally required of a university 
graduate，that is，to have developed independent and critical thinking. This might 
explain why the degree nurses scored highest in the professional role conception. 
The findings by Whelan (1984) seems to have supported this supposition. WheIan 
has used Corwin Role-Orientation Instrument as well to measure the role conception 
of nurse students and finds that students who were about to graduate from the 
Baccalaureate Nursing Program hold a role-orientation which is less bureaucratic, 
more professional and more service oriented than their entering counterparts who are 
practising registered nurses. 
The above studies tend to suggest that different socialization processes have 
resulted in different types of nurses. Degree-prepared nurses, when compared to 
hospital-prepared ones tend to be more knowledgeable, independent, and better 
equipped with problem-solving skills. They teach and communicate better, possess 
a stronger ego strength, a less bureaucratic and a more professional role conception. 
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Nursing education at degree level seems to be producing a new generation of nurses. 
However the linkage between educational credentialing and the reality of work on 
hospital wards is very weak. RNs with or without a degree are all qualified for 
registration and work as team leaders in the ward. They are all subject to the medical 
division of labour as discussed in Chapter 3. This phenomenon is also noted by 
researchers in the United States (e.g., see Brannon, l994a) and Canada (e.g., see 
Coburn, 1988; Campbell, 1992). In spite of the consistent results suggesting that 
degree education enhances the competence of nurses, especially in the aspects of 
sustaining professional values，eventually it is the nature of work that governs the 
exercise of professional power. This again brings home the thesis of the nexus 
between work and profession that is put forward in Chapter 3. 
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CHAPTER 7 
CONCLUSION AND DISCUSSION 
7,1 INTRODUCTION 
This research sets out to study the transformation of nursing during health 
care reform in Hong Kong. A case study approach is employed. The site of the case 
is a regional acute hospital with a pseudonym of HK Hospital. There are three levels 
of data collection. They are the frontline nurses and their work (microlevel); the 
middle managers at ward and departmental level and their work，the nurse specialists 
and their work (mesolevel); and the senior manager at hospital level and her work, 
the policies induced by the HA (macrolevel). A triangulation approach of data 
collection encompassing interviews, participant observation and review of documents 
is used. The data analysis process embraces a continual dialogue of data and theory 
permeating the micro, meso and macro level of inquiry. Subsequently, the findings 
at each part of this research needs to be read in complement with each other. The 
lifting of any one part of the results for discussion needs to be placed in the light of 
the inference from other parts so that the totality of this study can be reflected. In 
this concluding Chapter, I shall seek to synthesize the findings disclosed from Chapter 
3 to 6 and submit three theses for discussion. They are the nexus of profession and 
work, a pathway for nursing towards the twenty-first century, and the micro-meso-
macro approach of social analysis. Finally, I shall address the practical implications 
and limitations of this study. 
» 
In the fol lowing paragraphs, I shall first examine the first thesis of this 
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research，that is，the nexus of profession and work. This study suggests that the 
status of a profession is not a static social phenomenon. The domination of the 
territory of a classical profession wil l be subject to the test during societal changes. 
By a similar token, the subordination of a professional group to another wil l not 
always remain status quo. This research, for instance, reveals that a small number 
of nurses are differentiating from the mass to spawn into an elite group. Following 
on the exploration of the relationship of profession and work, I shall then attempt to 
chart the pathway of nursing in the coming decade. Hong Kong will not be an 
isolated place, but rather it is a case demonstrating the possible forces that can 
hamper or enhance the development of a profession in a society approaching a post-
industrial era. Near the end of this Chapter, I would like to make a remark 
concerning the approach of social inquiry in this study. The interpretive analysis 
employed in this research is achieved through a hermeneutic treatment of the data, 
linking the various levels of inquiry through my unique background as a registered 
nurse, a nurse academic and a student of sociology. This study contributes to the 
micro-macro sociological discourse by providing empirical support to substantiate the 
strength of this social inquiry. 
7.2 THE NEXUS OF PROFESSION AND WORK 
This study has clearly demonstrated that the conventional approach of locating 
an occupation along a continuum between "profession" as an ideal-type at one end 
and "nonprofession" at the other end is inadequate. This trait approach of fitting the 
i 
attributes of an occupation against a set of known characteristics abstracted from 
"classical" cases of professions fails to elucidate the development of an occupation. 
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Unfortunately, this approach of differentiating different professions is often presented 
in the textbook without a critical review of it (e.g., see Pavalko, 1971; Moloney, 
1992; Freeman & Levine, 1989; Cockerham, 1992). In such cases, nursing has often 
been viewed as a "semi-profession" chiefly based on the argument that nursing is 
subordinated to medical dominance. Although there is some element of truth in the 
above contention, it fails to provide a complete picture of the situation. This 
approach has committed two major faults. First is that it adopts a static and 
mechanical approach in viewing a profession. It isolates the particular profession as 
an ideal case, and ignores the dynamics involved in shaping the profession which in 
time can present itself in a very different form of existence from its original state. 
The second major fault is that it treats a specific occupational group as a 
homogeneous group, a class in itself. The case of nursing in this study has proven 
otherwise. 
This study reveals that the best way to understand the development of a 
profession is through investigating its work and labour process. Why is it so? Take 
nursing as a case for discussion，nurse leaders and academics have invested 
tremendous effort trying to develop nursing into a discipline whose practice is said 
to be based on a unique body of knowledge. They believe that by describing and 
formalizing a body of professional nursing knowledge, nurses can then proclaim 
power and autonomy in their own rights. The emergence of nursing theories and 
nursing diagnoses are evidence of these efforts (e.g., see Huch, 1995; Koldjeski, 
1990). However these theories usually carry little value in practice except in nursing 
academic journals or in the context of nursing education. Muff (1988) even accuses 
the nursing leaders for creating false boundaries, which encompass arbitrary, 
alienating nursing models. These models are strongly resisted by practitioners. The 
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dichotomy between rhetorical theory and realistic practice perpetuates. In the 
situation of Hong Kong, the turning point comes during the division of labour of 
nursing work in the health care reform in the 1990s. The power and autonomy chat 
nurse leaders yearn for become partially materialized in the reconstruction of the 
nurse labouring process. This is reflected among the two elite groups of nurses, the 
Nurse Mangers and the Nurse Specialists. In order to strengthen themselves, they are 
actively seeking opportunities to develop themselves, such as engaging in higher 
degree studies, and attending clinical courses. They also participate in the conduct 
of research, an activity that clinical nurses used to put little value on. Now this 
group of elite nurses hope that nursing research can help to sustain theirjustification 
in work measures. I therefore argue that professional development is closely linked 
with work and work is the concrete expression and the reality of how a profession 
is conceived. 
Work is embodied in the division of labour. As disclosed in Chapter 3，the 
division of labour in nursing is going in two different yet not mutually exclusive 
directions. One is professionalization and the other one is proletarianization. The 
process of proletarianization is the degradation of the "low complexity" component 
of nursing work so that routine and "non-value" added duties can be transferred to 
the less expensive HCAs. Qualified nurses are then channelled to perform the 
"professional" component of care including comprehensive patient assessment, 
monitoring and evaluation of the care given. The bulk of care production is done by 
HCAs, or nurse trainees. Qualified nurses mainly act as an integrator, coordinator 
of care. A contemporary nurse then is functioning more as a care manager rather 
than a direct care provider. The type of work a nurse engages in today is more of 
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the mental labour type than of the physical labour. The mental labour involves the 
inferring on patient data, making nursingjudgement, providing and coordinating the 
required care. These three modes of classifying a problem (diagnosis), reasoning 
about it (inference), and taking action on it (treatment) are acts of a professional, 
according to Abbott (1988). The mental component of nursing work has all along 
been intertwined with the physical part of caring. Although the nurse leaders have 
persistently stressed the cognitive part of nursing, the demands of the reality make 
nurses regard the completion of physical work as priorities. However, during the 
health care reform，the mental component of nursing work is recognized as 
professional nursing work. The physical care is transferred to the lower paid 
workers. Proletarianization of nursing work in this incident is complementary to 
professionalization. Without the existence of the HCAs, the qualified nurses cannot 
be emancipated to proclaim the ownership of the mental part of nursing work, which 
are viewed as professional acts. 
One may argue at this point that no matter how nursing claims its autonomy, 
the fact of life is that the medical division of labour is still dominant in hospital work. 
This view is actually substantiated with data in this study when the work of the 
frontline nurses was examined. The work of frontline nurses was mainly organized 
in accordance with the treatment plan conceived by the doctors as explained on p.87 
under the Section "Medical dominance" in Chapter 3. However this does not 
automatically place nurses as a group in a subordinate position in the professional 
classification. It is disputable if nurses should be regarded as a homogeneous 
category, nor should medical dominance be viewed as a static phenomenon which 
does not change with time or situation. In analysing the issue of medical dominance, 
it was established that the frontline nurses were more susceptible to the domination 
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than the Nurse Managers and the Nurse Specialists. The phenomenon of medical 
dominance needs to be critically examined today. 
Freidson's work is most often cited when medical dominance is deliberated, 
and Freidson has maintained his firm conviction of the phenomenon throughout his 
works. Freidson (1986) asserts that medical power maintains its domination by 
sustaining a strong link between knowledge and power mediated through human 
institutions. The institution creates and sustains positions to be occupied by 
professionals, providing professionals access to power. The exercise of medical 
power is most prominent at hospital ward level. In Chapter 3, at the ward level of 
nursing work, it was found that the production of nursing care was centred around 
meeting the physician's medical orders. However I have borrowed the same 
structural point of view of professional dominance purported by Freidson in Chapter 
5 to illuminate the significance of the establishment of the NSs positions in the 
hospitals. Except in this instance, the establishment of "nursing power’’ instead of 
"medical power" is the centre of discussion. As purported by Freidson, the 
"institutions of professionalism" helped to formalize and legitimize the status of 
nursing experts and granted the NSs with formal power in exercising their specialized 
nursing knowledge. The NS referral system is a good illustration of the linkage of 
knowledge and power through human institutions. The referral system signifies the 
consultant position of NSs, and it places the NSs in a parallel position with other 
health professionals, particularly with the doctors. Here, I am using the same 
argument used by Freidson in defending medical dominance to explain the status 
attainment of NSs. Freidson has consistently maintained that medical doctors are 
> 
holding absolute powers among others in the health care team. In his earlier work, 
Freidson (1970) alleges.that the differentiation of nursing tasks just helps to create a 
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"paranursing hierarchy within the paramedical hierarchy. “ He denies that the medical 
doctors are losing their powers, and persists on his argument tbr the 
professionalization thesis in his subsequent works (1973, 1986). 
The shortcoming of Freidson's model can only be revealed when several 
levels of data from this study are examined. It is acknowledged in Chapter 3 that the 
medical division of labour was still dominant at hospital ward level. In the same 
Chapter, the conventional medical dominance was being challenged with increased 
confidence of some nurses to strive for an equal partnership with doctors. The 
isolated efforts of frontline nurses however were not potent enough. When Chapters 
4 and 5 were reviewed, it was found that the doctor-nurse collegial relationship was 
much more attainable among the elite group of nurses, the Nurse Managers and the 
Nurse Specialists. In the situation of the NSs，the doctors and nurses worked as 
parallel professionals. In the case of Nurse Managers, the medical powers were 
attenuated by a different factor, the market force of the health care reform. The 
findings in this study challenged Freidson's claim of absolute medical dominance. 
The market forces in the health care industry make the doctors, who were 
previously viewed as autonomous professionals, resemble employees in relation to the 
employing authority more than ever. As discussed in Chapter 4, the Nurse Managers 
are the emerging Professional-Managerial Class. These Nurse Managers acted as 
agents to defend the core values of the Hospital Authority. They regulated quality 
as defined by the HA, gained control over budgeting and resources management. 
They allied with the COS. another PMC who was a doctor by profession, to exercise 
their control over rank and file health care workers, including nurses and doctors. 
The Nurse Managers, as shown in this study, made the best use of this COS-DOM 
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guanxi and the rational-legal power to control the frontline doctors. The frontline 
nurses remained as a group subject to dual authority, the medical and management 
domination. However, there were a number of incidents identified in this study in 
which the Nurse Managers were acting as an agent for frontline nurses to defend 
nursing positions over clinical matters. In those incidents, the Nurse Managers were 
actually protecting the stand supporting the hospital's values，such as extending 
visiting hours, observing patients' rights. The conflicts between doctors and nurses 
revealed in this study hardly involved professional practice of nursing. The issues 
of dispute mainly concerned patient welfare, so it was much easier for frontline 
nurses to gain support from the managers. 
In comparing the work involvement of the frontline nurses discussed in 
Chapter 3 and the Nurse Managers in Chapter 4，three distinct features of the nurse 
managers can be identified. First the Nurse Managers were moving away from the 
production of nursing care, but they engaged in the reproduction of the production 
of nursing care. Second, this new class of nurses were mental workers. Their labour 
production was mainly mental work such as planning, attending meetings, conceiving 
new policies and projects. Their major function was in the social division of labour 
and most importantly, they owned the means of production, such as the power to 
allocate resources, in their work capacity. Third, unlike the frontline nurses, the 
Nurse Managers did not directly experience technical proletarianization, that is, the 
deskilling of their work to be accomplished by cheaper labour. However, similar to 
their frontline associates, the Nurse Managers could not escape the other form of 
proletarianization, the ideological proletarianization which is the loss ofcontrol ofthe 
ultimate goal of one's work. 
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In making sure that the corporate goals are met, managers wil l exert 
standards, protocols, policies over the professional workers, who are also subject to 
the external requirements (Derber, 1983; Owens & Glennerster，1990; Murphy, 
1990; Ranada，1994). Within the hospital organization, there are differentiated 
groups of professionals specializing in various functions to fulfi l l the comprehensive 
needs of the patients. McClure & Nelson (1982) point out that an integrator is 
required to coordinate all these efforts and the nurse is the best person to fulfill this 
role. The nurse still cares, but there is a shift of emphasis of the nurse in the twenty-
first century from care-provider to care-manager. 
The discussion so far upholds a very important approach in social analysis, 
that is，building of a dynamic model that incorporates multiple levels of data. In this 
study of work and profession of nurses, the total picture only emerges when the 
micro，meso, and macro levels of data are considered altogether. When each level 
of the data is considered on its own，it wil l tell its own story. When all levels of data 
are taken into account，a more comprehensive picture closer to the reality can be 
revealed. The three levels built on each other, and informed each other of the 
dynamics involved beyond each level. 
For instance, the HA factor was found to be a predominant variable in 
initiating the changes of nursing work, thus charting a new path of development for 
nurses in Hong Kong. This is the theme of discussion in Chapter 6. However 
Chapter 6 needs to be read together with Chapters 3，4 and 5 which revealed how the 
HA values were realized in the work of nurses at the microlevel and mesolevel, such 
as the segmentation of nursing work and control of nursing labour. The same 
rationale applies to Chapters 3，4 or 5: these Chapters need to be read together with 
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other Chapters. For example, when reading Chapter 3，one might find the prospect 
of nurses not so promising in the hospital system. This is only part of the reality. 
When Chapters 4 and 5 are put together with Chapter 3，one can see that nurses are 
not a homogeneous group and they are undergoing two extreme yet not mutually 
exclusive processes, professionalization and proletarianization. At the end of Chapter 
6，I argued that although the benefits of upgrading nursing education to degree level 
is proven in researches, eventually the regulation of nursing practice is through the 
control of the labour process of nursing work. Through the process of social division 
of labour, the elite groups of Nurse Specialists and Managers are achieving a 
professional status not enjoyed by frontline nurses. This further confirms the thesis 
of the nexus of work and profession. The analysis at multiple levels signifies that the 
social environment is enabling and constraining, and the human agents involved are 
knowledgeable and active beings rather than passive beings who are controlled by the 
external domination. This brings me to the next two sections. Charting a pathway 
for nursing towards the twenty-first century and The approach of social analysis. 
7.3 CHARTING A PATHWAY FOR NURSING TOWARDS THE TWENTY-
FIRST CENTURY 
This research has highlighted a key ingredient to foster change in the 
development of nursing, which is，the HA factor. The emergence of the HA is 
actually a manifestation of the approaching of a post-industrial society in Hong Kong. 
The arrival of the post-industrial era will affect many facets of our social lives, and 
health care reform is one dimension of it. The charting of the nursing pathways 
needs to be considered.within this particular context. In the following paragraphs. 
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I shall first revisit the special features of a post-industrial society as described by 
Bell. In the light of the findings in this study, I would suggest that the tactics 
adopted by the HA in dealing with the discipline of nursing are revealing the 
characteristics of a post-industrial era which Hong Kong is facing towards the twenty-
first century. The impact of the HA on nursing is that it has redefined nursing, and 
created a new class of elites within the occupational group of nurses. Here I would 
argue that the nursing development in Hong Kong is not an isolated instance, but 
rather it can be presented as a typical case how market forces can change the 
development of a profession. 
Bell (1974) depicts that in the post-industrial era, a society will experience 
a transformation of occupational structure, the kind of work people do from goods 
producing to service. Information is the primary technology, and it becomes the 
foundation of power and position. In line with this, a new elite class based on 
meritocracy rather than on wealth and status wil l develop. The new class is 
represented by a group of persons who possess the knowledge and have the control 
over it. Bell also asserts that the post-industrial society will encounter different 
scarcities of resources，including the costs of information, the costs of coordination, 
and the costs of time. One major way in dealing with the scarcities of resources is 
economizing, finding the most efficient way to maximize satisfaction. The rational 
division of labour is a means to achieve economizing, and corporation is an 
instrument used to attain such a goal. 
The development of nursing in the HA seems to be a typical case 
» 
demonstrating the realization of a post-industrial society in Hong Kong. The overall 
working population in Hong Kong corresponds with what Bell described for a post-
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industrial society. In Hong Kong, the proportion of the working population in 
manufacturing industries has decreased from 41% in 1981 to 28% in 1991. During 
the same period, people employed in the field of finance and business services have 
expanded from 4.8% to l0.6%, and in the sphere of social and personal services 
from l5.6% to 19.9% (Census and Statistics Department, 1993). The transformation 
of work pattern in Hong Kong signifies the transition of Hong Kong from an 
industrial society to a post-industrial society. At the same time, information and 
technology develop rapidly and challenge the traditional labour-intensive way of 
goods production. The ethos of "cost-effectiveness" and "efficiency" began to impact 
the health care services in Hong Kong in the 1990s. The HA was established 
endowed with this particular mission of providing a "value-for-money" hospital 
service. Since nursing is occupying the largest staff number in the hospital systems, 
it has become a target for streamlining expenses in order to save cost and to increase 
work productivity. Increasing work productivity implies the production of an optimal 
service by the consumption of the least amount of labour cost. 
Where is this market approach of health care service management leading 
nursing to? First，there is a transformation of the concepts of "nurse" and "nursing". 
With the differentiation of work, in particular reference to the phenomena of 
"professionalization" and "proletarianization" explained in Chapter 3，the nursing 
boundaries are re-defined and the work responsibilities of nurses are re-constructed. 
The less complex work is now performed by the HCAs, leaving the professional 
nurses to focus more on the sophisticated aspects of nursing care. This is a shift 
from using the physical labour to mental labour of nurses. Nurses are gradually 
decreasing their direct involvement with the patients, but Abbott (1988) would argue 
that the moving away from direct and routine client involvement, a phenomenon he 
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calls "professional regression, ” actually advances the status of a profession. In this 
case, the status of nurses is uplifted by providing care that is more "nurse-directed" 
than "nurse-intensive," serving more like a care manager than a direct care-giver. 
Qualified nurses act as a leader of a team of nursing workers, which include care 
assistants and the nurse trainees. They do not necessarily care for the patients, but 
maintain to care about the patients. The difference between "caring for" and "caring 
about" has been explored on pp.95-96 in Chapter 3. The work of the frontline nurses 
is in a way upgraded with the assistants relieving them from the execution of routine 
basic patient care. The qualified nurses can focus on making cognitive or emotional 
decisions that are related to the welfare of the patients. They can then make strong 
claims about their professional competence in comprehensive patient assessment, 
accurate monitoring and evaluation of the care given. The traditional image of a 
nurse as a "doing nurse" is changing to that of a "thinking nurse. “ It is actually the 
mental component of nursing work that makes the nurse seen as performing like a 
professional. 
As revealed in this study, the frontline nurses however will remain to be in 
a subordinate position as long as they maintain their work within the main frame of 
the hospital setting. The frontline nurses are subject to dual authority, the 
management and the medical powers. Frontline nurses are subject to the division of 
labour and routines as organized by the managers and doctors. The managers decide 
on the allocation of resources, the ratio of qualified staff to unqualified staff, and the 
patient bed status. They monitor the standards of care as defined by the organization. 
As disclosed in Chapter 3 and confirmed in Chapter 4 that the frontline nurses have 
a clear hierarchy among themselves, ranking the order from the lowest to highest 
perceived measure of control as follows: HCAs, students, RNs, E-RNs, NOs. WMs, 
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DOMs. The doctors conceptualize the medical treatment plans which govern nurses' 
activities in the wards. Doctors will continue to act as a leader of the clinical team 
since cure is the primary goal of a hospital organization. During this cost 
containment era, the length of hospitalization will be shortened in order to save cost. 
Subsequently, only the very ill will be admitted to the hospitals, and patients will be 
discharged very soon after they recover from the acute stage of illness. Rehabilitative 
care will then need to take place in the extended facilities or the community. With 
the escalated cost of medical services, the hospitals cannot afford to accommodate in-
house rehabilitative services. Instead, the hospitals will arrange extended services to 
provide follow-up care in Outpatient Department or in the community. This is 
promoted as the "seamless health care system" by the HA. 
The advancement of a seamiess health care system extends hospitai care 
services to involve teaching of heath maintenance skills, health counselling and 
provision of health screening services to detect complications. These aspects of care, 
embracing the primary health care (health promotion) and tertiary health care 
(rehabilitative care), complement with the secondary health care (curative) to provide 
a comprehensive health care coverage to the public. The spheres of primary and 
tertiary health care are where the nursing potential can best be maximized and where 
nurses can claim autonomy. The work of NSs discussed in Chapter 5 substantiated 
this view, and this point of view has been supported elsewhere in the discussion of 
the enhanced role of the nurse (Percival, 1989; Moloney, 1992; Startup & Wilson, 
1992; Huch, 1995). 
The HA has a total nursing staff strength of 17,504 including all grades of 
nursing staff as of March 1995. The majority ofnurses will remain their work within 
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the core boundaries of the hospital, that is，the curative aspect of health care service. 
Qualified nurses are superordinate of the assistants and they can make decisions on 
matters within the jurisdiction of nursing. However, as explained above, the 
organization of nursing in hospital wards depends largely on the overall treatment 
plans of patients conceived by doctors. Also, the frontline nurses cannot control the 
disposal of the patients and the definition of care standards which are at the command 
of the managers. In other words, the majority of nurses still cannot claim their full 
autonomy at work. As explained in Chapter 3, they are sustaining both ideological 
proletarianization and technical proletarianization. 
A small number of nurses however have emerged as Nurse Specialists and 
Nurse Managers, both of whom have formed a new elite class in nursing. The rise 
of both groups have been accounted for in Chapters 4 and 5 respectively. These two 
groups are developed as a result of the social division of labour during the health care 
reform. They are identified as an elite group of nurses because as compared to their 
associates working at frontline, these nurses are enjoying a higher work autonomy, 
a less degree of confinement to work routines, and are relatively free trom medical 
dominance. As for the NSs, they are respected by the nursing peers and doctors as 
experts in their specialty area of practice, while for the Managers, they are regarded 
by frontline nurses as superordinates. Most frontline nurses in this study aspire to 
achieve such an elite status, joining one of these two groups. With the economizing 
and the corporatization of health care services, these two groups will continue to 
thrive. I shall explain in the following paragraphs. 
The development of NSs in Hong Kong is actually in line with the 
international trend to uplift a grade of nurses to offer services in a range of areas in 
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primary and rehabilitative care. These nurses can be generally called Advanced 
Nurse Practitioners (ANP). In Chapter 5, under the section of Differentiation of 
nursing practice - Advanced Nursing Practice on p. 192, the various presentations of 
the ANP in Canada，the United States and the United Kingdom have been discussed. 
These ANPs appeared as a response to the societal demands tbr an affordable, 
accessible, and available health care service. For instance, Mundinger (1994，p.211) 
has reviewed several studies and concluded that "when measures of diagnostic 
certainty, management competence, or comprehensiveness, quality, and cost are used, 
virtually every study indicates that the primary care provided by nurse practitioners 
is equivalent or superior to that provided by physicians." She acknowledges that 
clinical nurse specialists are demonstrating cost-effective, high quality care especially 
for the medically stable patients. As a doctor by profession, Mundinger subsequently 
alerts the physicians that they need to advance the scope of their own practice to 
maintain the salaries and high esteem that they are enjoying. 
The concluding statement made by Mundinger above reveals that the doctors 
are also facing a similar situation like nurses, that is，the doctoring work is subject 
to proletarianization and is enduring a demand for advancing professionalization. 
This phenomenon has implications for the advancement of nursing since the major 
neighbouring profession of nurses is the doctors. The change of dynamics in one 
party wil l have impacts on another party. This is also mentioned by Andrew Abbott 
(1993) in his book Systems of Professions. Abbott argues that when the system of 
professions is disturbed by external forces, new task areas wil l be opened and old 
jurisdictions wil l be weakened or destroyed. The findings in this study can also 
I 
verify that the involvement of inter-professional dynamics in affirming the status of 
a particular profession is crucial. The account on p. 177 of Chapter 5, describing how 
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the CONNS negotiated the NS referral system with the doctors and subsequently 
gained the doctors' acknowledgement of the consultation service provided by the NS, 
was a good example of the interplay of these inter-professional forces. 
The development of a single profession needs to be viewed within a total 
system encompassing various related key disciplines in the health care delivery 
services. Doctors, nurses and health care workers of other disciplines are all subject 
to similar dynamics happening in the health care system. Their work roles are 
susceptible to transformation as a result of the market approach questing for cost-
effectiveness. Besides the financial factor, another variable fostering change is the 
effects of the epidemiological shift of health patterns. Both the increase of average 
client age and chronicity of diseases contribute to the escalation of demand of the 
extended health care facilities, focusing on primary and rehabilitative health care. 
The medical model of disease is growing out-of-date in the health care scene towards 
the twenty-first century. The dependence on a single doctor, or any isolated 
discipline, is not adequate in resolving the health care problems of most clients today. 
A team of health care professionals each contributing their expertise to service will 
make up the total care required by the clients with complex health care problems. 
The concepts of "collaborative care", "case management" and the like have been 
introduced in health care management to advocate a multidiscipIinary coordinated care 
approach. A management tool, the critical path analysis has been widely adopted to 
align actions of the health care team (Tallon 1995). The goal of the approach is to 
achieve patient outcomes within effective time frames by optimizing the interventions 
of doctors，nurses and other health care team members (Gilbert & Counsell, 1995; 
Spath, 1995; Tailon, 1995). The future success of health care service depends not 
on a single discipline, but multi-disciplinary team effort. 
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With the health care reform and the epidemiological transition, nurses, 
doctors and other health care members seem to best benefit from each other by 
forming alliance of corporate practice. Corporate practice needs collaboration 
(Norsen, Opladen & Quinn 1995). Collaboration is a complex process that calls upon 
competence, confidence and commitment of all parties involved. Mutual respect, 
trust together with time is required to nurture a collaborative relationship (Henneman, 
Lee & Cohen 1995). The multidisciplinary team will need a coordinator or team 
manager to facilitate the many facets of services. As revealed in Chapter 4, the nurse 
seems to be the most "cost-effective" person in managing and coordinating such a 
team. As argued in the same Chapter the nurse by her primary socialization learns 
to care and manage, though in this situation, the target client of care evolves from a 
single person to a team of persons. As nurses are differentiating themselves to move 
from a mediocre group to spawn an elite group of nurses among some of its 
members, the traditional interprofessional relationship between doctors and nurses 
will be adjusted accordingly. Collaboration intends to arrive at a new negotiated 
order so that corporate practice of nurses and doctors can benefit all parties involved. 
The ultimate aim of collaboration is optimizing the greatest contribution of muiti-
disciplinary team effort to patient care. The negotiated order exercised by the Nurse 
\ 
Managers found in this study was a combined approach of guawci and bureaucratic 
measures in resolving conflicts. The former capitalized on the affective aspect of the 
negotiation process, and the latter made use of the instrumental approach of rational-
legal authority. In this study, the Nurse Managers at middle level have proven 
themselves in assuming the role of a collaborator of a clinical team. 
There has been suggestion to employ cheaper general business manager to 
replace the Nurse Managers. However, as long as the Nurse Managers maintain their 
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task in managing nurses and nursing, their value to the organization still exists. They 
can help the Authority manage nurses who occupy a predominant place in the work 
force，and manage nursing care which is the main bulk of labour production in 
hospital service. The Nurse Managers acted as agents of the division of labour in 
accomplishing the nursing work, taking responsibility in extracting "the greatest 
amount of labour from the workers' labour power." Their achievement was 
measured by their ability to ensure smooth operation of the system, that is，the day-
to-day production of care in the hospital industry and to meet corporate goals. This 
is the particular mission of the Professional Managerial Class, as explained in Chapter 
4. In a way，the security of Nurse Managers depends largely on the co-existence of 
a large mass of nurses. 
The case of nursing development in Hong Kong is not an isolated case, rather 
it can be seen as a typical case how the business metaphor and a meritocratic society 
in the post-industrial era can shape the development of a profession. Nurses in Hong 
Kong possess the essential infrastructure of a professional group, such as a 
professional body, a statutory body, and various unions，but the impacts of these 
associations on the development of nursing are weak. There are three undergraduate 
degree nursing programs in Hong Kong, and 10% of the registered nurses have 
attained post-registration degree education (Hospital Authority, l995a). However 
there is hardly any linkage between education and professional credential. This is 
also noted in the nursing scene elsewhere (Coburn, 1988; Campbell, 1992; Brannon, 
1994). The HA factor can thus easily take charge of the nursing development and 
steer nursing towards a direction which is beyond the control of the profession itself. 
The market approach of HA has created effects that are constraining as well as 
enabling to nursing. The differentiation of nursing work has allowed the managers 
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to interfere with the integrity of professional work and make nursing work subject to 
fragmentation. As work is differentiated into different levels of complexity, it can 
then be accomplished by personnel equipped with different levels of skills. In 
nursing，this strategy of "skill mix" brought about the expert division of labour which 
created a new class of elite nurses, the NSs and the Nurse Managers. These elite 
nurses are enjoying the kind of power, job satisfaction, work autonomy and equal 
partnership with doctors that their associates at the frontline do not have. 
In charting a pathway for nursing towards the twenty-first century, I would 
submit that the large mass of nurses are upgrading themselves as care managers of 
nursing work. However they would remain subordinated to the medical and 
management powers. A small percentage of nurses are emerging as Specialists in a 
range of clinical specialities particular in the primary and tertiary sector of health 
care. In these areas, the NSs can claim their expertise and autonomy. Another small 
group of nurses is rising as Nurse Managers. They own the means of production of 
nursing work, and they belong to the Professional-Managerial Class. Both the Nurse 
Specialists and Nurse Managers are relatively free from technical proletarianization, 
that is，to an extent they still can control over the technical job decisions, and the 
process of work. However they cannot escape from ideological proletarianization. 
In other words，they are powerless to choose or define the finai product of their 
work, and its disposition in the market. They need to formulate the 
ward/departmental business plan in accordance with the HA directives. The HA 
purchases the mental labour of these nurse elites with extrinsic rewards, such as pay, 
fringe benefits，and security. During the corporatization of the health care service, 
they lose control over the goals and social purposes to which their work is put. The 
HA factor seems to be constraining, yet with its impact on the division of labour, it 
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is also enabling to the nursing development. While the HA chiefly defines the social 
purpose of the health care industry, it fosters the mass of nurses to upgrade 
themselves to become more marketable. During the process, the NS and the Nurse 
Mangers evolve as an elite group of nurses. 
7A A MlCRO-MESO'MACRO APPROACH OF SOCIAL ANALYSIS 
In the last section of this Chapter, I would like to discuss the methodology 
employed in this study, and relate this to the contemporary approach of social 
analysis. A number of sociologists have urged for a linkage of the micro and macro 
levels of analysis in the inquiry of social phenomena (e.g., Alexander, 1988; 
Alexander & Gi^en，1988; Fielding, 1988; Ritzer, 1988; Turner, Beeghley & 
Powers, l989; Giddens, 1991; Abbott, 1993). These sociologists are theorists and 
their proposed framework often lacks the substantiation of empirical support. This 
research adds to the micro-macro discourse by offering empirical evidence to support 
this frame of social analysis. This study also reveals that between the micro and 
macro levels, there can be one or more than one mesolevels. The division of micro, 
meso，and macro levels are arbitrary, and the revelation of the levels can be never 
ending. Relative to the microlevel or meso level, one can always identify a 
macrolevel, and vice versa. In this study I chose the HA as the macrolevel, and 
located its dynamics in the context of a market-oriented approach in a post-industrial 
society. I marked my boundaries of analysis at this level in this study. One could 
embrace the HA in the analysis of the social，political and economic development of 
• 
a society and place the analysis of HA at the mesolevel, while the larger social 
context would be taken as the macrolevel. In this study, I claim my limitation here. 
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demarcating the HA as the macrolevel, elite nursing work at mesolevel, and frontline 
nursing work at microlevel. 
The attempt to reach micro-macro link of social inquiry in this study was 
achieved through two tactics. First is the collection of data from multiple sources at 
three different tiers. The multiple methods of data collection was the triangulation 
approach employing interviews, participant observation and review of documents. 
Triangulation approach is a powerful research strategy which contributes to the 
sustenance of reliability, internal and construct validity (Denzin 1989, Miles & 
Huberman 1994). For instance, in exploring the extent of professional autonomy 
exercised by the NSs，the subjective data provided by the informants together with 
the objective data collected from the documents and participant observation have 
sustained that NSs were respected as experts by patients and doctors. The second 
tactic is used to secure the micro-macro link of investigation. The various levels of 
data collected were at the micro, meso and macro level. The data were treated by 
adopting a continual engagement of dialogue between data and theory. The extended 
case method and participant observation were the strategies of dialogue. 
The extended case method is a situational analysis approach which takes the 
social situation as the point of empirical examination, then works with given general 
macro structures in attempt to understand how those micro situations are shaped by 
wider structures. Burawoy (1991) particularly advocates this methodology and 
compares it against the grounded theory approach. Grounded theory tends to treat 
each case study as a potential exemplar of some general law or principle. The 
extended case method on the other hand constantly seeks evidence which disproves 
or falsifies the theories. The failure of theory leads not to rejection, but to 
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reconstruction of existing theory. The rebuilding of theory is a continual process of 
mediating field data with existing theory. The best example of the exploitation ofthe 
extended case method probably should be the thesis explained in the first section of 
this Chapter, the nexus of profession and work. 
Participant observation is a unique feature of this research study. The 
uniqueness comes from my varied background of being a registered nurse, a nurse 
academic and a student of sociology. I enter the field as a participant observer 
carrying a number of selves with me. By immersing myself as one of the "natives", 
a frontline registered nurse, I gained an empathetic liaison with the actor on the part 
of the observer. As a social scientist, I was able to make sociological interpretation 
of the phenomenon of nursing work. As a nurse academic, I had the sophisticated 
nursing knowledge to better illuminate my sociological interpretation, to bring the 
understanding of the study of nurses' work and professional development closer to 
reality. This adds to the validity of my interpretation of the relationships of 
hypotheses or causal claims made throughout the process of this research. This is 
according to Giddens (1982), a hermeneutic task. In doing so, I think 1 have come 
closer to an accurate understanding of the actors and their environment which is most 
important in social inquiry. 
7.5 PRACTICAL IMPLICATIONS OF THE STUDY 
This study has revealed that the proletarianization of nursing helps to relieve 
nurses from routine basic care, thus allowing professional nurses to spare more cime 
in assessing the comprehensive needs of patients and evaluating the care delivered. 
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The proletarianization-professionalization of nursing work generally seems to have 
a positive impact on the quality of patient care. This seems to be best represented 
by the work of the NS group. As the NSs are removed from the mundane routine 
daily work, they are able to design nursing interventions according to the needs of 
individual patients. For instance, the CONNS has successfully helped patients with 
long-term incontinence problem to overcome the ailment and become active in social 
life again. With escalated health care cost, patients are staying in the hospital for a 
shorter period of time than before. As a result，the need for preventive and 
rehabilitative care is much more intense. The establishment and development of a 
group of Advanced Practising Nurse, such as the NSs, in providing extensive care 
after hospitalization would help to maintain a more balanced and complete health care 
service. This is an important practical implication derived from this study. However 
the effect of care and its quality needs to be monitored and documented to determine 
the extent of contribution of these Advanced Practising Nurses. The initial findings 
of this study have already been communicated to the Nursing Administration of the 
HK Hospital. The researcher has now been invited to conduct a series ofconsultancy 
workshops to develop the group of NSs. The workshops also accommodate a few 
frontline nurses who are interested in advanced nursing practice. The follow-up of 
this consultancy work would help to shed light on the value of the Advanced 
Practising Nurse in providing quality patient care. 
The second significant implication of this study is related to nursing 
education. As explained above, the contemporary health care scene will encompass 
in-hospital care as well as extended services to patients after hospital discharge or 
before the next hospital admission. As far as nursing education in Hong Kong is 
concerned, its existing form of provision does not seem to correspond well with the 
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current model of health care services. Ninety percent of the basic nursing education 
is still offered within the Schools of Nursing affiliated to hospitals. In Chapter 6，it 
has been explained that the HA does not seem to be willing to relinquish their 
responsibilities in training nurses because of the manpower implications. The 
continued preparation of new nurse entrants in hospital setting will limit the 
perspective of novice nurse practitioners to the illness model rather than the health 
model of care. In order to enable education to realize its mission in cultivating 
independent minds and preparing practitioners to best serve the community, the 
education of nurses needs to be removed from the control of Hospital Authority. The 
main social purpose of the HA after all is to deliver service, and not education. The 
preparation of nurses away from the control of the HA can help to produce a new 
generation of nurses who do not just acquiesce to the immediate demands of hospital 
services, but are able to anticipate a new range of health care services that can 
encompass the preventive as well as the rehabilitative dimension of care. Also, as 
explained in this study, the employment of a market approach in the health care 
industry charges nurses to use their mental labour more than physical labour. 
Nursing education needs to be moved to the tertiary sector or at least to an 
independently funded educational body which can address the issues as mentioned 
above. Otherwise, education will be behind the practical demands of the society. 
This study helps to add a voice to strengthen the case of transferring nursing 
education to the tertiary sector. 
7.6 LIMITATIONS OF THE STUDY 
There are at leastthree limitations to this study. The first limitation is related 
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to the research design. This study oniy addresses nurses' work within the hospital 
setting of one hospital. The HK Hospital has been chosen because it is a well-
established hospital, and it is quite receptive to the changes of HA. The major 
findings of this study can probably be generalized to other hospitals in Hong Kong 
since they experience the same health care reform introduced by HA. However 
different hospitals, with their own specific culture, may vary somewhat in their mode 
and tempo of responses to the management restructuring. The external validity of 
this study still needs to be explored through further research in other hospital settings. 
The second limitation concerns the scope of the study. This study has not 
addressed the aspects of nursing work in the primary and tertiary phase of patient 
care outside the hospital setting. In the situation of Hong Kong, there is another 
establishment other than the Hospital Authority taking care of these two main aspects 
of care. It is the Department of Health which is placed within the government 
structure. As reflected in this study particularly when the work of the NSs is 
revealed，the potential of nursing work seems to be best maximized in the primary 
(preventive) and tertiary (rehabilitative), rather than secondary (curative), stages of 
care. In further studies of nurses，work, the scope of study should be extended to 
include nurses practising in non-hospital settings. 
The third limitation associates to its possible merits to the sociological study 
of professional development. This study can only claim its contribution to the 
charting of professional development pathway of the so^alled "semi-professions" 
such as nursing, and probably not other established professions such as law and 
• 
medicine. Historically, nursing started off with an apprenticeship type of training, 
not requiring formal years of education. With the advancement of technology in both 
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the health care and management sciences, the work of nurses becomes more 
profound. At the same time, with the elevation of academic qualification of some of 
the members of the nursing group, there is an increasing urge for nurses to attain 
autonomy and exercise their unique body of knowledge. This strive for new role 
development concurs with the measures to contain cost in health care. Nursing then 
differentiates its work by going through two complementary routes，proletarianization 
and professionalization. This model of development may apply to semi-professional 
groups which have similar background and characteristics, and are striving to 
establish their position as a profession in their own rights. These groups may include 
occupational therapists，physiotherapists, social workers and teachers. The societal 
factors that are endured by nurses as identified in this study wil l affect the established 
professions too. However, they may respond to these changes in different ways. For 
instance，in the health care reform as revealed in this study, the corporatization of 
health care results in more medical doctors assuming managerial roles, yet the 
proletarianization of doctoring work is not evident. The charting of development 
during societal changes among these mature professional groups needs to be 
addressed in other studies. 
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CND Central Nursing Division 
CNS Community Nursing Service 
CNO Chief Nursing Officer 
CONNS Continence Nurse Specialist 
COS Chief of Service 
CSSD Central Sterile Service Department 
DD(OP) Deputy Director (Operations) 
DOM Department Operations Manager 
DR Doctor 
E-RN Experienced Registered Nurse 
HA Hospital Authority 
HCA Health Care Assistant 
HCE Hospital Chief Executive 
GMN General Manager (Nursing) 
ICNNS Infection Control Nurse Specialist 
MO Medical Officer 
NO Nursing Officer 
NS Nurse Specialist 
PMC Profession-Managerial Class 
PO Participant Observation 
QA Quality assurance 
RENNS Renal Nurse Specialist 
RN Registered Nurse 
SDR Staff Development Review 
SEM(N) Senior Executive Manager (Nursing) 
SMO Senior Medical Officer 
SNO Senior Nursing Officer 
ST Student nurse 
TL Team Leader 




1. Personal information 
Years of experience, area of practice, post-registration education. 
2. Role and work description 
a. Name the areas of responsibilities, lf you have 100 units of time, how do 
you divide them? 
b. What is the most important area as perceived by you, and other people in the 
environment? 
c. What are the most salient attributes in this present role and work? 
3. Role and work dynamic diagram 
If you have to draw a map indicating you (the nurse) and the enviroament, 
how would you depict the map? 
a. Locate yourself in the environment. Describe how you are related to the 
environment. 
b. Who has been working closely with you in your present role and work 
position? ^ 
c. Indicate on the diagram your work relationship with these persons. Use 
yourself as a point of reference, first identify the person whom you feel is 
immediately above you in work situations. An arbitrary of one uhit distance 
will be allocated between you and the person. Using this relationship as a 
unit reference, allocate other figures in relation to you at work on a graph 
paper. The higher above the person is placed, the greater control and power 
you feel the person is over you at work. For instance, a person who is 
placed 2 units above you will be, as you perceive, twice as powerful as the 
one who is placed 1 unit above you. 
4. Role and work nature change (Applicable to WMs，DOMs, NSs, and 
GMN) 
a. Can you name some descriptors how the work nature has been changed since 
. you are in this new position? Divide them into positive and negative aspects 
if possible. 
b. Is this a good choice for HA to select nurses to be in this new post? ls this 
a good choice for nurses to be in this new post? 
c. What do you see the career development of nurses in this post? 
5. Can you cite a clinical case (nursing exemplar) that would reHect your 
expert your practice? 
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Appendix 3 
A sample of appointment specification of HCA 
Responsibilities: 
1. Taking care of daily activities and personal hygiene of patients. 
2. Lifting and transferring patients. 
3. Assisting nurses or other personnel in executing medical investigations or 
treatment as instructed in the ward. 
4. Assisting in regular monitoring the quantity of equipment in the ward. 
5. Responsible for regular cleaning, disinfection and ward routines. 
6. Responsible for delivering documents, specimens outside the ward. 
7. Execute other tasks delegated by staff nurses. 
Requirements: 
1. Complete Form 3 or its equivalent; and 
2. FluentCantonese. 
Salary Scale: 
General Pay Scale Point 5-7. 
Cash Allowance: 




A sample of appointment specification of GMN 
Responsibilities: 
1. Undertaking general nursing and supervisory duties. 
2. Required to perform shitt duties. 
Requirements: 
1. Holder of Certificate of Registration (Part I) issued by the Nursing Board of 
Hong Kong; and 
2. Fluent Cantonese. 
Salary Scale: 
General Pay Scale Point 15-25. 
Cash Allowance: 




A samoie of appointment specification of NO 
Responsibilities: 
1. Taking charge of nursing service in a unit/clinic. 
2. Implementing established nursing policies and standards. 
3. Participating in delivering in-service training courses. 
4. Undertaking clinical training/clinical assessment of nurse trainees. 
5. Assisting in the review of nursing practice and standards of the patient 
service. 
Requirements: 
L Holder of Certificate of Registration issued by the Nursing Board of Hong 
Kong; 
2. A minimum of 5 years relevant post-registration experience in clinical 
service, with supervisory experience; 
3. Knowledge of professional nursing development within the designated area 
of responsibility; and 
4. post-registration clinical/management qualification or training preferred. 
Salary Scale: 
General Pay Scale Point 26 to 33. 
Cash Allowance: 




A sample of appointment specification of GMN 
Responsibilities: 
1. Providing direct expert services in a specialty area of nursing. 
2. Playing the role of expert nurse clinician, care-giver, health teacher, change 
agent, researcher & client advocate. 
3. Providing support and education to other nurses in the specialty tield of 
nursing. 
4. Acting as a mentor in the ward/unit, supporting other nurses in their delivery 
of professional care, initiating activities or participating in the review of 
nursing activities & in quality assurance programmes/research for the 
improvement of quality care. 
Requirements: 
1. Holder of Certificate of Registration issued by the Nursing Board of Hong 
Kong; 
2. A degree in nursing' or other related disciplines or equivalent; 
3. Recognized specialty training or post-basic qualification in related areas of 
nursing specialty; 
4. A minimum of 5 years post-registration experience in a health care institution 
including 3 years" post-qualification experience in the related field; and 
5. Further education including tertiary education or post-graduate qualification 
preferred. 
• Exemption would be granted in the initial three years of implementation tbr 
the appointment of non-degree holders with pre-requisite experience and post-
basic qualifications. Candidates are expected to make a commitment to 
undertake a nursing degree course during the exemption period. 
« Applicants with at least three years experience in the related field of nursing 
and at least one of which should be post-certificate experience in the related 
field may also be considered. 
Salary Scale: 
General Pay Scale Point 26-33 
Cash Allowance: 
1. 16.5% of monthly basic salary. 
2. An additional responsibility allowance of HK$l,500 per month. 
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Appendix 9 
A sample of appointment specification of GMN 
Responsibilities: 
1. Managing wards/units to ensure quality patient care. 
2. Assisting in the preparation and implementation of departmental/unit plans 
and budgets. � 
3. Monitoring operational activity within the ward/unit and implementation of 
assigned tasks. 
4. Overseeing the general administration of the ward/unit. 
5 Reviewing ward/unit operations and recommending improvements. 
6. Co-ordinating with medical, allied health and administrative staff regarding 
the provision of patient care and patient care support services. 
Requirements: 
1. Holder of Certificate of Registration issued by the Nursing Board of Hong 
Kong; 
2. A minimum of 5 years relevant post-registration experience in hospital, 3 
years of which must include supervisory experience; 
3. Knowledge of professional nursing development within the designated area 
of responsibility; and 
4. Experience in working with multidisciplinary team and good communication 
skill preferred. 
Salary Scale: 
Management Pay Scale Point 1-9 
Cash Allowance: 
Management Pay Scale Point 1-8 22% 
Management Pay Scale Point 9 37% 
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A sample of appointment specification of DQM 
Responsibilities: 
1. Developing of the department's nursing plan, staffing and resources budget. 
2. Coordinating and monitoring of the department's nursing and operational 
activities and running of the facilities and wards in the department. 
3. Participating in the implementation and evaluation of nursing services. 
4. Assisting in the development of the departmental plans and budgets. 
Requirements: 
1. Holder of Certificate of Registration issued by the Nursing Board of Hong 
Kong; 
2. A minimum of 10 years relevant post-registration experience in hospital，5 
years of which must include supervisory experience; 
3. Knowledge of clinical development within the designated area of 
responsibility; 
4. Post-registration qualification or training in management; and 
5. Excellent leadership and communication skill preferred. 
Salary Scale: 




1. 37% of monthly basic salary. 




A sample of appointment specification of GMN 
Responsibilities: 
1. Directing nursing professional and management development, including 
nursing research, in-service and continuing education, and career 
development. 
2. Coordinating nursing activities across clinical departments and advising other 
senior managers on nursing professional competencies. 
3. Directing the development and overseeing the implementation of nursing 
standards and quality assurance processes. 
4. Directing the development and overseeing the implementation of nursing 
appraisal procedures. 
5. Promoting a positive hospital image to the public with regard to quality 
nursing services. 
6. Providing feedback on the performance and assisting in the development of 
staff under direct supervision. 
Requirements: 
1. Holder of Certificate of Registration issued by the Nursing Board of Hong 
Kong; 
2. Considerable working experience at a senior nursing management level; 
3. Good knowledge and demonstrate commitment in professional nursing 
practice and development; 
4. Good knowledge of nursing services in Hong Kong's public hospitals; 
5. Excellent leadership and communication skill; and 
6. Post-registration qualification or training in nursing/health services 
management. 
Salary Scale: 
Management Pay Scale Point 9-16 
Cash Allowance: 
* 
37% of monthly basic salary. 
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Appendix 10 
Nursing strategies: Towards the vear 2000 
Extracted from: Hospital Authority. (1995). Year end report on nursing. Hong Kong: 
Hospital Authority, p.21. 
"Nursing strategies: Towards the year 2000" has been formulated to address nursing 
comprehensively which include aspects in aursing education, management, clinical practice 
and research. 
1. NURSING EDUCATION 
To implement a health approach to aursing practice through a comprehensive system 
of nursing education. 
- reform the existing curriculum to reflect a health approach 
- implement the increase in learning elements for basic aursing education 
- develop a system of efficient and effective utilization of training resources 
for the education of nurses 
- develop strategies for continuing aursing education 
- develop linkage with teniary education institutions and measure outcomes 
. establish system to monitor quality of nursing education in individual schools 
2. MANAGEMENT 
To strengthen nursing leadership and professional accountability to ensure quality 
nursing practice. 
- develop transformational leadership 
- refine and improve the nursing career structure 
- develop competency-based aursing practice standards 
. develop a framework for nursing clinical and management audits 
- develop management utilization models and optimize skill mix 
3. CLINICAL PRACTICE 
To develop and implement patient care delivery models in all hospitaJs and 
community nursing practice to support searoless health care system. 
- develop aursing mission, philosophy and objectives in each hospital 
- develop approaches to patient care both in the hospital and community 
setting 
- develop and facilitate an effective approach to patient care planning and 
documentation 
4. RESEARCH 
To establish a system of support，promotion and monitoring aursing research 
activities for continuous improvement in nursing practice. 
- develop key areas of nursing research consistent with corporate strategy 
- introduce nursing research concepts at the basic education level • 
- provide in-service education on aursing research to equip nurses with 
attitude, knowledge and skills in research 
- develop a nursing research database 
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